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CORRECTION  NOTICE 
1/14/77 


Although  the  manual  was  correct  when  approved  for  publication,  policy 
relating  to  the  ESRD  program  is  undergoing  continual  study.     Thus,  two 
portions  of  the  manual  no  longer  contain  entirely  correct  statements 
of  policy.     They  are  the  last  paragraph  on  page  23  and  the  second  "NOTE" 
on  page  33. 

Regarding  the  change  in  page  23,  reimbursement  may  now  be  made  for 
repair  and  maintenance  of  rented  home  dialysis  equipment  when  the 
equipment  is  leased  from  a  provider  or  other  facility  committed  to 
cost  based  reimbursement. 

Regarding  the  change  in  page  33,  policy  is  being  developed  which  will 
permit  reimbursement  for  inpatient  ESRD  services  provided  by  a  Medicare 
hospital  which  is  not  approved  to  supply  ESRD  services,  but  only  under 
certain  circumstances  to  be  specified  shortly. 


These  and  future  modifications  will  be  reflected  in  manual  revisions 
as  soon  as  is  practicable. 
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I 


PURPOSE 


The  purpose  of  the  End-St-oge  Renal  Disease  Medical  Informaflon  Syst-em 
(ESRD  MIS)  is  f-o  support-  the  implementation  and  operation  of  Section  2991 
of  the  Social  Security  Amendments  of  1  972,  P.  L.  92-603.    The  ESRD  MIS 
will  provide  standardized,  relevant  information  describing  the  ESRD  treat- 
ment delivery  system  to  treatment  facilities,  ESRD  Network  Coordinating 
Councils,  and  Medical  Review  Boards.    The  Information  to  be  supplied  is 
designed  to  assist  and  support  program  management  and  medical  review 
activities . 
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PARTICIPATION  REQUIREMENTS 

The  conditions  of  coverage  for  participating  in  the  long-term  ESRD  Medicare 
program  require  that  under  Section  405.2133: 

"The  ESRD  facility,  laboratory  performing  histocompatibility 
testing,  and  organ  procurement  agency  furnishes  data  and 
information  in  the  manner  and  at  the  intervals  specified  by 
the  Secretary,  pertaining  to  its  ESRD  patient  care  activities 
and  costs,  for  inclusion  in  a  national  ESRD  medical  information 
system  and  in  compilations  relevant  to  program  administration, 
including  claims  processing  and  reimbursement.   Such  information 
is  treated  as  confidential  when  it  pertains  to  individual  patients 
and  is  not  disclosed  except  as  authorized  by  Department 
regulations  on  confidentiality  and  disclosure  (see  45  CFR 
Part  5,  5b,  and  20  CFR  Parts  401  and  422  (Subpart  E))." 

Requests  for  reimbursement  for  Medicare  services  require  submission  to  the 
fiscal  intermediary  of  the  following  data  forms:   SSA-2742  (Patient  History 
and  Treatment  Plan),  SSA-2743  (Outpatient  Dialysis  Service  Information), 
SSA-1483  (Provider  Billing  for  Medical  and  Other  Health  Services),  and 
SSA-1453  (Inpatient  Hospital  and  Skilled  Nursing  Facility  Admission  and 
Billing).   The  fiscal  intermediaries  will  monitor  receipt  of  these  forms  as 
part  of  the  screening  performed  before  bills  are  paid. 

The  data  system  will  verify  that  the  above  forms  as  well  as  any  remaining 
forms  have  been  completed.    In  the  event  that  a  Medicare  bill  payment  is 
made  without  the  required  supplement,  the  missing  data  form  will  be  requested 
on  a  post  payment  basis.   Facility  performance  in  submitting  data  forms  will 
be  monitored  and  poor  performance  will  be  called  to  the  attention  of  the  Net- 
work Coordinating  Council,  the  appropriate  Department  of  Health,  Education, 
and  Welfare  Regional  Office,  and  the  fiscal  intermediary.   Satisfactory  par- 
ticipation In  the  ESRD  MIS  Is  one  of  the  areas  of  consideration  for  annual 
recertlficatlon  in  the  long-term  program. 


SERVICES  TO  PARTICIPANTS 


Outpul"  reports  will  be  sent  quarterly  to  each  participating  dialysis  and 
transplant  facility.    These  reports  will  be  subdivided  into  summary  and  detail 
profiles  describing  patient  flow  through  the  ESRD  treatment  system,  dialysis 
services,  transplant  services,  patient  morbidity,  and  patient  mortality. 

Data  will  be  presented  in  such  a  way  that  an  individual  facility  will  be  able 
to  compare  its  activity  with  that  of  the  network  to  which  it  belongs  and  to 
the  nation  as  a  whole.    In  addition,  medical  review  boards  will  receive 
quarterly  reports  presented  in  such  a  way  that  comparisons  can  be  made  among 
individual  facilities  within  their  network. 

The  following  are  examples  of  specific  questions  which  can  be  answered  by 
the  data  to  be  displayed  in  the  quarterly  reports  generated  by  the  ESRD  MIS. 

What  is  the  total  number  of  patients  who  are  on  maintenance 
dialysis,  on  home  dialysis,  and  off  dialysis  with  a  functioning 
transplant? 

What  has  been  the  patient  flow  among  the  various  treatment 
modalities  during  the  reporting  period;  e.g.,  new  patients, 
patients  transplanted,  patients  moving  to  and  from  home  dialysis, 
and  transplant  patients  returning  to  dialysis? 

What  are  the  key  morbidity  and  mortality  measures  for  dialysis 
patients?   For  example,  what  is  the  percentage  of  backup 
dialysis  sessions,  the  number  of  inpatient  days  per  1  ,000  treat- 
ment months,  the  average  length  of  stay  per  inpatient  admission, 
and  the  number  of  deaths  per  1  ,000  treatment  months? 

How  many  transplants  have  been  performed  during  the  reporting 
period? 

What  are  the  key  morbidity  and  mortality  measures  for  transplant 
patients?   For  example,  what  is  the  average  inpatient  length  of 
stay  for  transplants  and  for  post-transplant  admissions? 

What  is  the  rate  of  graft  failure  and  the  average  length  of  time 
from  transplant  to  graft  failure? 

How  many  transplant  deaths  occurred  during  the  reporting  period 
and  what  was  the  average  longevity  from  transplant  until  death? 


What  are  fhe  age,  sex,  and  primary  disease  distributions  for 
dialysis  and  transplant  patients? 

What  percent  of  dialysis  patients  are  transplant  candidates? 

What  is  the  distribution  of  current  and  proposed  dialysis  settings? 

What  is  the  health  and  employment  status  of  new  admissions? 

What  were  the  most  frequent  complicating  conditions  requiring 
admissions  to  a  hospital  for  patients  currently  under  treatment? 

How  many  patients  died  while  on  dialysis,  or  off  dialysis  with  a 
functioning  transplant? 

For  each  facility,  how  many  and  what  percentage  of  the  patients 
who  entered  ESRD  treatment  six  months  ago  are  now  in  the  planned 
treatment  setting  ? 


DESCRIPTION  OF  DATA  COLLECTION  FORMS 


The  following  forms  completed  or  the  intervals  indicated  below  v/ill  be 
utilized  to  gather  data  for  the  End-Stage  Renal  Disease  Medical  Information 
System  (ESRD  MIS).    These  forms  will  revise  the  Social  Security  Administration 
(SSA)  supplemental  billing  forms  and  replace  those  used  to  supoly  data  to  both 
the  Renal  Transplant  Registry  operated  by  the  American  College  of  Surgeons 
and  the  Notional  Dialysis  Registry  operated  by  Research  Triangle  Institute. 
Historical  data  has  been  transferred  from  these  registries  to  the  ESRD  MIS. 

Annual  follow-up  surveys  will  be  conducted  to  assess  the  status  of  all  home 
dialysis  patients  and  individuals  who  have  received  transplants.  Information 
will  also  be  collected  on  an  annual  basis  to  describe  the  facilities  participating 
in  the  program.    In  addition,  supplemental  follow-up  information  v/ill  be 
collected  on  a  sample  basis  yearly  to  assess  the  health  and  rehabilitation  status 
of  ESRD  patients. 

The  five  basic  data  input  forms  are: 

1.  ESRD  Patient  History  and  Treatment  Plan.    This  form  is 
submitted  at  the  time  of  first  Medicare  inpatient  or  out- 
patient bi  I  ling;  i.e.,  for  most  patients  once;  however,  if 
a  transplant  patient  loses  entitlement  and  later  becomes 
eligible  again  for  Medicare  benefits,  another  history  must 
be  submitted  at  the  time  of  the  first  billing  in  the  new 
entitlement  period. 

2.  ESRD  Outpatient  Dialysis  Service  Information.    This  form  is 
submitted  each  time  a  bill  is  prepared  for  outpatient  services; 
i.e.,  for  most  maintenance  dialysis  patients  once  a  month . 

3.  Inpatient  Hospital  and  Skilled  Nursing  Facility  Admission  and 
Billing.    This  is  the  standard  Medicare  inpatient  billing  form. 
It  will  continue  to  be  submitted  to  fiscal  intermediaries  for 
reimbursement  for  services  rendered.    Inform.ation  from  this 
form  will  be  sent  to  the  ESRD  MIS  by  SSA. 

4.  Transplant  Tissue  Typing  Information.  V/hen  the  inpatient 
bill  or  other  notice  indicates  a  transplant  has  occurred,  the 
ESRD  MIS  data  processing  center  vv'ili  generate  and  send  this 
form  to  the  facility  for  completion.    The  facility  will  return  the 
completed  form  to  the  ESRD  MIS  data  processing  center. 
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5.         Death  Nofificatlon .  When  a  bill  or  supplemenf-al  information 

form  indicates  a  death  has  occurred,  the  ESRD  MIS  data  processing 
center  will  generate  and  send  this  form  to  the  facility  for  com- 
pletion.   The  facility  will  return  the  completed  form  to  the  ESRD 
MIS  data  processing  center. 

The  annual  survey  data  input  forms  are: 

1.  ESRD  Patient  Health  and  Rehabilitation  Survey.   This  survey 
will  be  conducted  once  a  year  to  assess  the  health  and  rehabili- 
tation status  of  ESRD  patients. 

2.  Home  Dialysis  Patient  Follow-Up  Report.   A  follow-up  survey 
of  all  home  dialysis  patients  will  be  conducted  once  a  year. 

3.  Transplant  Patient  Follow-Up  Report.   A  follow-up  survey  of 
all  transplant  patients  will  be  conducted  once  a  year. 

4.  ESRD  Facility  Survey.   A  survey  of  all  facilities  participating 
in  the  long-term  ESRD  Medicare  program  will  be  conducted 
once  a  year. 


These  forms  will  be  sent  to  each  participating  facility  for  completion  annually. 
The  facility  will  return  the  completed  forms  to  the  ESRD  MIS  data  processing 
center. 
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When  to  Complef-e  the 
ESRD  Patient  History  and  Treatment  Plan,  SSA-2742 

The  ESRD  Patient  History  and  Treatment  Plan,  SSA-2742,  must  be  submitted  with 
the  facility's  initial  claim  for  reimbursement  under  the  following  circumstances: 

(a)  the  patient  is  newly  entitled  to  Medicare  on  the  basis  of  kidney 
disease  or  transplant,  or 

(b)  a  currently  entitled  aged  or  disabled  Medicare  patient  now  has 
permanent  kidney  failure  and  is  beginning  a  course  of  regularly 
scheduled  dialysis  treatments  or  has  just  been  transplanted  at  this 
foci  lity . 

If  the  patient  has  lost  Medicare  entitlement  due  to  a  successful  transplant  and 
again  becomes  entitled  to  Medicare  benefits,  a  new  ESRD  Patient  History  and 
Treatment  Plan,  SSA-2742,  must  be  completed  and  attached  to  the  first  claim 
for  reimbursement  submitted  in  the  new  period  of  entitlement.  Mall  the  com- 
pleted forms  to  the  fiscal  intermediary.  Facilities  falling  to  submit  ESRD  MIS 
forms  with  the  initial  bill  will  be  contacted  with  a  request  for  a  properly  com- 
pleted form. 

The  pink  and  canary  SSA/ESRD  copies  are  to  be  attached  to  the  Medicare  bill 
and  mailed  to  the  fiscal  intermediary. 


The  white  PROVIDER  copy  is  for  your  file. 


ESRD  PATIENT  HISTORY  AND  TREATMENT  PLAN 

END  STACe  RENAL  DISEASE  MEDICAL  INFORMATION  SYSTEM 


Form  Approved 
OMB  No  68  R1481 


1    PATIENT'S  LAST  NAME 

Smith 


I  FIRST 

,  Jomes 


:  p 


2.  SEX 
IS  M 


3-  HEALTH  INSURANCE  CLAIM  NUMBER 

317-45-6203-A 


4    PATIENT  S  COUNTY  OF  RESIDENCE* 

Son  Francisco 


STATE 

C  A 


6    DATE  OF  BIRTI 


F  BIRTH 

0  Zi^  4iA  L 

Day  Yf 


DATE  OF  REPORT 

a  2\Q  HZ  2 


PROVIDER  NAME  AND  ADDRESS  1C1TV  AND  STATE) 

St.  Elizabeths  Hospital,  Son  FrQ_ncIsco^  CA 


.  PROVIDER  NUMBER 

Q5Q01 8  


10    INTERMEDIARY  NUMBER 

02763  


RACE 

iCheck  one 

1  [S  White 

2  □  Black 

3  □  Ofien 

4  D  Amef 

Indiar 


12.  PRIMARV  DISEASE  (Check  one) 

01  □  Pnmafv  hyper  lensive  disease  09  □  Obiuucii 

(Nephrosclerosis,  benign  or  rnahgrtanO  10  Q  Obsitucii 
0?  C8  Glomerulonephm.s 

03  □  Dobeiic  nephropathy 

04  □  Poivcysnc  kidney  disease 
0&  □  Collagen  vascular  disease 

06  □  Hereditary  inierstitial  nephi 

07  D  Analgesic  abuse  nephropaih 

08  □  Other  miersntial  nephntts 

(lr}cluding  pyelonephritis) 


opaihy.  acquir 
opaihy,  congei 

11  □  Amyloidosis 

12  □  Multiple  myetoma 
1  3  n  Gouty  nephropathy 

14  □  Eiiology  unknown 

15  □_  

Other  (Specify) 


13.  METHODS  OF  DIAGNOSTIC 
CONFIRMATION 

(Check  all  applicable} 

1  ES  Biopsy,  renal 

2  G  Biopsy,  oiher 

3  B)  Radiology 


I  laboi 


I  Other 


14,  COMPLICATING  CONDITIONSWHICH 

A.  Cardiac  (Enology) 

101  □  ASHO 

102  □    Hypertensive  vascular 

disease 

103  □  Valwular 

104  □  Other 

105  □  Unknown 

B.  Cardtac  (ManHestations) 

121  □    Angina  pectoris 

122  □   Myocardial  inlarciion 

123  □  Arrythmia 

124  □    Congestive  heart  failure 

125  □  Card.omegaly 

126  □  Pcricafditis 


127    □  Other 

185 

□ 

Cardiovascular 

141    □  Ce.ebrc 

vascular  acc.deni 

186 

□ 

142    8    Hyper  1 

;niiOO.  controlled 

187 

o 

(Oiaslo 

l,c  BP  under  1001 

188 

□ 

ARE  OH  WERE  PRESENT  ICheck  ah 

143  □    Hypertension,  uncontrolled 

IDiastohc  BP  100  or  overi 

144  □   Peripheral  arterial  disease 
Pulmonary 

161  □    Chronic  obstructive 

pulmonary  disease 

162  □    Pulmonary  embolus 
Gastro-lntestinal 

181  □    Colon  perforation 

182  □  Diverticulitis 

183  □    Hepatitis  Muslrada 

antigen  posrtivei 

184  □    Hepatitis  lAuslralia 

antrgen  negative) 
Hepatitis  (Australia 
antigen  untested) 


applicable) 

189  H 

190  □ 

F.  Infection  ( 

201  □ 

202  □ 

203  □ 

204  □   Sepsis  ISvslemicI 

205  □    Urinary  tract 

206  □  Wound 

207  □  Other 

G.  Infection  lAgent) 

221  □  Bacterial 

222  □ 

223  □ 

224  □ 

225  □ 

H.  Metabolic 

241  □ 

242  □ 


Peptic 
Peptic 
1  (Srte; 
Abdon 
Centra 
Pulmoi 


Tubercolc 


I.  Neuro-Psvchtatric 

261  □    Behavior  disorder 

262  G   Neuropathy,  peripheral 

263  □   Seizure  disorder 

264  Q   Suicide  attempt 

265  B    Sexual  dyslunction 
J.  Miscellaneous 

281  □  Cataracts 

282  □  Retinopathy 

283  □  Other  condition 
K.  Malignancy  ICheck  belowl 

301  □ 

L.  Metastasis  ICheck  belowl 

302  □ 

M.  No  complicating  conditions 
pres«nt  (Check  below} 

303  □ 


Diabetic  complii 
Renal  osteodyst 


15.  IF  THE  PATIENT  HAS  HAD  A  MALIGNANCY  OR  IF  A 
MALIGNANCY  IS  CURRENTLY  PRESENT  (Enter  year 
diagnosed,  site  and  type  ol  each  primary!. 


16.  SURGICAL  HISTORY  (Check  all  applicable  and  enter  date). 


01  □  None 
020  Gastric 
03  □  Splenec 
04Ei  Nephrei 

05  □  Nephrei 

06  □  Nephrei 

(Most  ri 


03 


•■V,  transplant 
f  only) 


  07  D  Orthopedic  surgery 

 .  08  □  Parathyroidectomy 

  09  □  Pericardieciomy 

77  10  □  Urinary  diversion 
  11  □  Other 


17.  TRANSPLANT  HISTORY 

1     Q         Number  of  iransplanii 


TREATMENT  PLAN 


18    DATE  OF  FIRST  CHRONIC 
MAINTENANCE  DIALYSIS 

0    317  7 


19.  HIGHEST  SERUM  CREATININE 

LEVEL  PRIOR  TO  FIRST  DIALYSIS 

1  _]  1_  ,  _0  mg% 

2  □  Unknown,  started  elsewhere 


20.    PRESENT  DIALYSIS  ACCESS 

(Check  all  applicable} 

1  □  None 

2  B  Vascular 

3  □  Peritoneal 


21.  PATIENT  TREATMENT 

CLASSIFICATION  (Check  one) 

1  U  Dialysis  onlyj  not  a  iranspla 

candidate 

2  B  Transplant  candidate 

3  □  Currently  transplanted 


22    IF  NOT  A  TRANSPLANT 

CANDIDATE  (Check  all  applicable) 

1  D  Medically  unlii 

2  D  Unsuitable  due  to  age 

3  D  Psychologically  unfit 

4  Q  Reluses  proposed  transplant 

5  Q  Transplant  evaluation  pending 

6  □  Other 


23.  PLANNED  TYPE  OF  DIALYSIS 

(Check  all  applicable) 


1  □ 

2  a 

3  □ 


24,  PLANNED  DIALYSIS  SETTING 

(Check  one) 

Outpatient 

Hospital  Administered 

Full  care'  01  B 

Partial  care'  02  □ 

SeU-care^  03  □ 

Non  Hospnal  Administered 

Full  care  '  04  □ 

Partial  care  ^  05  □ 

Self  care  '  06  □ 

St^H-csre  (Volunteer. 

Of  no  assistant)  07  □ 

Partial  care 

(Paid  assistant)  OB  □ 

1  Patient  performs  few,  if  any, 
measurable  dialysis  tasks 

2  -  Patient  performs  tome,  but  not  all . 

tasks 

3  -  Patient  performs  all  tasks  without 

facility  professional  help 


25.  IF  PATIENT  IS  NOT  PLAN 
NED  FOR  HOME  DIALYSIS 

(Check  all  applicable! 

01  □  Patient  medically  unfit 

02  □  Patient  psychologically 

unfit 

03D  Patient  uniramable 
04O  Patient  refuses 
OSa  Imminent  transplant 
OSQ  Patient  has  no  home 
07  Q  Home  is  physically 

unsuitable 
.    08  □  Family  emotionally 

unsuitable 

09  0  No  home  helper  availabit 

10  D  Home  training  program 
ble 


1 1  □  Othei 


26.  CURRENT  HEALTH 
STATUS  (Check  one) 

1  □  Able  lO  perform  all 

usual  physical  activii 

2  IS  Able  (o  perform  all  I 

most  strenuous  activ 

3  □  Unable  lo  perform  u 

physical  activities 

4  □  Severe  limitations  or 

physical  activities 

5  □  Semt-coma  or  coma 


27.  PATIENT'S  EMPLOYMENT 
STATUS  THREE  MONTHS 
PRIOR  TO  FIRST  MAINTE- 
NANCE DIALYSIS  (Check  one! 

1  B  Employed  full  time /JO  ftouri 

per  week  or  more) 

2  0  Employed  part-time than 

30  hours  per  week) 

3  □  Homemaker 

4  □  Medical  retirement 

5  D  Normal  age  retirement 

6  □  Student 

7  □  Preschool  child 

8  □  Unemployed /Chec*  6e/otva/io/ 

1  □  Patient  had  a  history  of 

chronic  unemployment 

2  □  Patient  was  lempoianly 

unemployed  (Seekir}g 
work  or  on  leave  of 
absence) 

3  □  Patient  had  been  rejected 

from  employment  due  to 

4  □  Patient  was  m  need  of 

vocational  retraining 

5  D  Patient  was  in  vocational 

rehabilitation  training 

6  □  Unknown  or  none  of  the 

above 


26.  REMARKS 


SIGNATURE 


for  in  the  Pr 


mem  residence  is  not  in  a  specific  county,  enter  tncorporated  city  or  township 
required  by  law  142.  U.S.C-  426;  20  CFR405,  Section  2133),  Individually  identifiable 
/*cy  Act  of  1974  (5  U.S.C.  5520.  15  CFR  Pari  5al 


t  wilt  not  be  disclosed  except  as  provided 


FORM  SSA-2742  110-76 


NOTE:   This  is  an  incomplete  form. 


Social  Security  AdnriirflstrBtlon 

Data  entries  are  for  example  only, 


INSTRUCTIONS  FOR  COMPLETING  THE 
ESRD  PATIENT  HISTORY  AND  TREATMENT  PLAN,  SSA-2742 


ITEM 

PROCEDURE 

1 

Patient-'s  Last  Name,  First,  and  Middle  Initial 

Enter  the  patient's  last  name,  first  name,  and  middle  Initial  as  it  appears 
on  the  Health  Insurance  Card  or  other  official  SSA  notification. 

2 

Sex 

Check  the  appropriate  block.   Do  not  leave  this  item  blank. 

3 

Health  Insurance  Claim  Number 

Enter  the  patient's  Health  Insurance  Claim  Number  as  it  appears  on  the 
Health  Insurance  Card  or  other  official  SSA  notification. 

4 

Patient's  County  of  Residence 

Enter  the  patient's  county  of  residence.   If  the  patient's  residence  is  not 
in  a  specific  county,  enter  the  incorporated  city  or  township.    Do  not 
leave  this  space  blank. 

5 

State 

Enter  the  two-letter  United  States  Postal  Service  abbreviation  for  State 
in  the  space  provided;  e.g.,  MD  for  Maryland,  NY  for  New  York, 
CA  for  California.   A  list  of  these  State  abbreviations  is  attached. 
Do  not  leave  this  space  blank. 

6 

Date  of  Birth 

Enter  the  dote  in  month,  day,  and  year  order,  using  a  six-digit  number; 
e.g.,  07/14/76,  for  July  14,  1976.   If  the  day  or  month  is  unknown,  enter 
"00"  as  place  holders. 

7 

Dote  of  Report 

Enter  the  date  this  form  is  completed  using  a  six-digit  number;  e.g., 
04/14/75,  for  April  14,  1975.   Do  not  leave  this  space  blank. 
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ITEM!  PROCEDURE 


Provider  Name  and  Address  (City  and  Sfate) 

Enter  the  complete  name.  City,  and  State  in  which  the  provider  is  located, 
Rubber  stomp  or  imprint  stomp  may  be  used  if  legible  on  all  copies. 


Provider  Number 

Enter  the  six-digit  Provider  Number  assigned  by  the  Bureau  of  Health 
Insurance . 


1 0  Intermediary  Number 

Enter  the  five~digit  Intermediary  Number  assigned  by  the  Bureau  of  Health 
Insurance  to  the  intermediary  servicing  the  provider  identified  in  Item  8. 


1 1  Race 

By  observation  only,  determine  the  ethnic  origin  (race)  of  the  patient  and 
check  the  appropriate  block. 


1 2  Primary  D isease 

Check  one  block  only.    If  Item  12,  Block  15  is  checked,  enter  the  complete 
diagnosis  using  recognized  terminology;  e.g.,  as  found  In  the  International 
Classification  of  Diseases,  Adapted ,  Volume  1  ,  Eighth  Revision  (or  Ninth 
Revision  when  available).    Do  not  enter  diseases  in  Block  15,  "Other," 
which  are  listed  under  categories  1-14  above. 


1 3  Methods  of  Diagnostic  Confirmation 

Check  aj_l  methods  employed  in  confirming  the  patient's  diagnosis, 


14  Complicating  Conditions  Which  Are  or  Were  Present 

Check  ajj  conditions  which  have  ever  been  or  ore  at  this  time  present.  If 
none  of  the  complicating  conditions  specified  In  Item  14A  through  14L  have 
ever  been  or  are  at  this  time  present,  Block  303  must  be  checked. 


15  If  the  Patient  Has  Had  a  Malignancy  or  If  a  Malignancy  Is  Currently  Present 

If  a  malignancy  has  been  checked  in  Item  14K  above,  enter  the  year 
diagnosed,  site,  and  type  of  each  primary.    Ten  spaces  are  provided  for 
site  and  fifteen  for  type.    If  the  space  provided  Is  not  sufficient,  please 
abbreviate.   Do  not  enter  two  characters  In  one  space  or  use  more  spaces 
than  are  provided.   Additional  clarifying  information  maybe  entered  In 
the  Remarks  section,  Item  28. 
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ITEM 

PROCEDURE 

16 

Surgical  History 

Check  each  type  ot  surgical  procedure  pertormed  on  this  patient  to  date  and 
enter  the  month  and  year  of  each  surgery  using  a  four-digit  number;  e.g., 
03/74,  for  March,  1974.   If  month  or  year  is  unknown,  use  "GO"  as  place 
holders.    Do  not  leave  the  date  blank. 

17 

Transplant  History 

Enter  in  item  17-1  the  total  number  of  transplants  the  patient  has  received 
to  date.   Enter  in  Item  17-2  the  month  and  year  of  the  most  recent  transplant 
using  a  four-digit  number;  e.g.,  03/73,  for  March,  1973.    If  the  patient 
has  not  been  transplanted,  enter  "00"  in  Item  17-1  and  leave  Item  17-2 
blank.   Do  not  leave  "Number  of  Transplants"  blank. 

18 

Date  of  First  Chronic  Molnt-enonce  Dialysis 

Enter  the  month  and  year  the  patient  first  initiated  a  regularly  scheduled  2, 
3,  or  4  day-per-week  hemodialysis  or  1  doy-per-week  peritoneal  dialysis 
program.    Use  a  four-digit  number;  e.g.,  01/70,  for  January,  1970.  If 
the  patient  was  directly  transplanted,  without  prior  maintenance  dialysis, 
enter  "00/00"  as  place  holders.    If  the  patient  has  returned  to  chronic 
maintenance  dialysis  following  a  graft  failure  and  previously  has  been  on 
dialysis,  enter  the  dote  of  first  chronic  maintenance  dialysis — not  the  date 
the  patient  returned  to  maintenance  dialysis.    Do  not  leave  the  date  blank. 

19 

Highest  Serum  Creatinine  Level  Prior  to  First  Dialysis 
Enter,  in  milligrams  percent,  the  highest  known  serum  creatinine  level 
obtained  on  this  patient  prior  to  artificial  maintenance;  i.e.,  prior  to  the 
first  dialysis  treatment.    If  this  patient  was  first  dialyzed  elsewhere  and 
this  information  is  not  in  the  current  medical  record,  check  "Unknown, 
started  elsewhere." 

20 

Present  Dialysis  Access 

Check  all  types  of  accesses  the  patient  currently  has. 

21 

Patient  Treatment  Classification 

Check  the  one  block  which  reflects  the  patient's  current  treatment 
classification. 
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ITEM 

PROCEDURE 

22 

If  Not  a  Transpianf  Candidate 

Check  all  the  reasons  the  patient  is  not  considered  a  transplant  candidate. 
This  item  should  be  left  blank  only  if  Item  21-2,  "Transplant  Candidate," 
or  Item  21-3,  "Currently  Transplanted,"  has  been  checked. 

23 

Planned  Type  of  Dialysis 

Check  the  type  of  dialysis  planned  for  this  patient.    This  item  should  be 
left  blank  only  if  Item  21-3,  "Currently  Transplanted,"  has  been  checked. 

24 

Planned  Dialysis  Setting 

Determine  the  planned  setting  in  which  the  patient  will  be  dialyzing;  i.e., 

1           *il        1**1           1                  1           *il                                 1/          1    r           t         1*          I**  1 

hospital  administered,  non-hospital  administered  (most  freestanding  limited 
core  facilities  are  non-hospital  administered),  or  home.  Check  the  appro- 
priate category  of  patient  involvement  in  his  or  her  care  within  the  planned 
treatment  setting.   This  item  should  be  left  blank  only  if  Item  21-3,  "Currently 
Transplanted,"  has  been  checked. 

25 

If  Patient  is  Not  Planned  for  Home  Dialysis 

Check  all  the  reasons  the  patient  is  not  considered  to  be  a  candidate  for 
home  dialysis.    This  item  should  be  left  blank  only  if  Item  21-3,  "Currently 
Transplanted,"  or  if  Item  24-07  or  24-08,  "Home,"  has  been  checked. 

26 

Current  Health  Status 

Check  the  one  block  which  most  accurately  indicates  the  current  health 
status  of  the  patient.    These  classifications  follow  guidelines  established 
by  the  American  Heart  Association. 

27 

Patient's  Employment  Status  Three  Months  Prior  to  First  Maintenance  Dialysis 
Check  the  one  block  (1-8)  which  reflects  the  employment  status  of  the 
patient  three  months  prior  to  the  first  maintenance  dialysis.    If  Block  8 
is  checked,  then  all  applicable  blocks  below  (1-6)  should  also  be  checked. 

28 

Remarks 

Enter  any  additional  clarifying  information  in  this  space. 

Signature 

The  signature  of  the  patient's  physician  or  the  facility  representative  completing 
the  Patient  History  should  be  entered. 

when  to  Complete  the 
ESRD  Outpatient  Dialysis  Service  Information,  SSA-2743 

Complete  the  ESRD  Outpatient  Dialysis  Service  Information,  SSA-2743,  at 
the  close  of  each  billing  period  and  attach  to  the  Provider  Billing  for  Medical 
and  Other  Health  Services,  SSA-1483.    The  SSA-2743  must  accompany  each 
SSA-1483  from  an  approved  ESRD  facility  regardless  of  the  services  being  billed. 
As  indicated  in  the  following  instructions,  only  limited  information  is  required 
when  dialysis  services  are  not  billed.    Use  the  following  instructions  when 
completing  the  SSA-2743,  and  use  the  HIM-10,  Hospital  Manual  for  completion 
of  the  SSA-1483.    If  this  is  the  first  claim  for  reimbursement  in  the  current  period 
of  eligibility,  an  ESRD  Patient  History  and  Treatment  Plan,  SSA-2742,  must  also 
be  attached.   Mail  completed  forms  to  the  fiscal  intermediary. 

The  blue  SSA/ESRD  copy  and  the  canary  INTERMEDIARY  copy  are  to  be  attached 
to  the  SSA-1483  and  mailed  to  the  fiscal  intermediary. 

The  white  PROVIDER  copy  is  for  your  file. 
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PROVIDER  BILLING  FOR  MEDICAL  AND  OTHER  HEALTH  SERVICES 

MEDICAL  INSURANCE  BENEFITS— SOCIAL  SECURITY  ACT  0MB  No^'"72'r0738 

NOTICE:  Anyone  who  misrepresents  or  falsifies  essential  information  requested  by  ttiis  form  may  upon  conviction  be  subiect  to  fine  and  imprisonment  under  Federal  law. 


T  Potient's 
Nome 
ond 


3.  Address 


Smith,  James  P. 

5600  Fort  Hunt,  Alexandria,  VA  22307 


2.    Health  insurance  claim  number 

317-45-6203-A 


4.    Date  of  birth 

0    9  11    0  !  3  5 


6.    Provider  name  and  address  fCity  and  State) 
Alexandria  General  Hospital 
Alexandria,  VA 


7.    Provider  number 

490001 


8.   Medical  record  number 

A22603 


5.  Sex 


9.   Type  of  service 

A.  n  Inpatient   C.  □  Other  (Specify) 

B.  [Xl  Outpatient 


If  you  have  other  health  insurance  or  if  your  State  Medical  Assistance  Agency  will  pay  part  of  your  medical  expenses  and  you  want  informa- 
tion about  this  claim  released  to  them  upon  their  request,  complete  items  10  and  11. 

10.    Insuring  orgonizotion  and  or  Stote  agency  name  and  address 


11.    Policy  ond/or  medicol  assistance  number 


12.  Patient's  Certification,  Authorization  to  Release  Information,  and  Payment  Request.  I  certify  that  the  information  given  by  me  in  applying 
for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct.  I  authorize  any  holder  of  medical  or  other  information  about  me  to 
release  to  the  Social  Security  Administration  or  its  intermediaries  or  carriers  any  information  needed  for  this  or  a  related  Medicare  claim. 
I  request  that  payment  of  authorized  benefits  be  made  on  my  behalf 

□ Contained  in 
provider's  record 


Signature  (Patient  or  authorized  representative)  (Signature  by  mark  must  be  witnessed) 


13,    Nature  of  illness  or  injury 


Chronic  Renal  Disease 


□ 


Check  here  if  illness  or  injury 
was  connected  with  employment 


14.   Surgical  procedures 

Cimino  Shunt  12/13/76 


Date 


Do  not  use 
ttiis  space 


15.    Statement  of  services 

A.  Clinic  visit  (      1  ) 

B.  Emergency  room  (  ) 

C.  Laboratory 

D.  Radiology 

E.  Pharmacy 

F.  Blood 

G.  Ambulance 


Covered  Charges 

34  00 


70 


H.  Physical  therapy 

I.  Other  (Specify) 


Hemod iaiysis  3  x  1 50 


_  Training  Hemodialysis  1 0  x  170 

J.  TOTAL 
Remarks: 


00 


450  00 


16. 
Statement 
Covers 
Period 


17. 


Blood 
Information 


First  service 


Last  service 


A.  Pints 
furnished 


B.  Pints 
replaced 


C.  Pints 


Not  Replaced 


18.  Professional  component  (hospital  inpatients) 


A.  Pathology 


B.  Radiology 


20.   Date  benefits  exhausted  or 
HH  plan  terminated 


D.  Charge 
per  pint 


E.  Patient 
paid  for 
deductible 


19.  Other  professional 
component 


21.   Patient  paid  (Excluding  17E) 


|22.  I  certify  that  the  required  physician's 
1        certification  is  on  file. 


1700  00 


2254  t  00 


23.    Date  received 


FOR  INTERMEDIARY  USE  ONLY 

24,    Verified  Patient  Liability 
A.    Blood  deductible     B,  Cash  deductible 


25.    Payment  Distribution 
Provider  1  Patient 


FORM    SSA  1483     (EB)     i  ?  »  Department  of  Health,  education,  and  Welfare 

Social  Security  Administration 

NOTE:    This  is  an  incomplete  bill.   Data  entries  are  for  example  only. 
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ESRD  OUTPATIENT  DIALYSIS  SERVICE  INFORMATION 

END  STAGE  RENAL  DISEASE  MEDICAL  INFORMATION  SYSTEM 


Form  Approved 
OMB  Mo.  68-RU81 


1    PATIENT-S  LAST  NAME                         j  FIRST                                 i  Ml 

Smif+1                                   I      James                 \  P 

2.  SEX 

S  M     □  F 

3.  HEALTH  INSURANCE  CLAIM  NUMBER 

317-45-6203-A 

4.  PATIENTS  COUNTY  OF  RESIDEWE*                       1  S.  STATE 

I   y  A 

Fairfax 

6.  DATE  OF  BIRTH 

0  9  11  0  115. 

Wo.       Day  Yr, 

7.  STATEMENT  COVERAGE  PERIOD 

.ro^I  210   1  |7  6          2|3  ilZ  6 

Mo.       Day       Yr.             Mo.      Day  Yr. 

8-    PROVIDER  NAME  AMD  ADDRESS  ICITY  AND  STATE! 

Alexandria  General  Hospital,  Alexandria,  VA 

9.  PROVIDER  NUMBER 
490001 

10.  INTERMEDIARY  NUMBER 

02763 

11.  Z  CHECK  HERE  IF  THE  ATTACHED  BILL  INCLUDES  NO  CHARGES  FOR  DIALYSIS  TREATMENTS  OR  SUPPLIES.  AND  SKIP  TO  ITEM  25. 
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DIALYSIS  SETTINGS  lOteck  me  patient's  usual  setting.  If  his  usual  setting  changed 
during  tfte  month,  check  both.  If  the  patient  was  dialyzed  in  any  setting  on  a  temporary 
basis,  check  the  appropriate  block  Is)  in  the  temporary  column  also). 

-  Chedi  here  if  treatment  wb  pravKted  under  an  all-incJusive  rate.  aiKl  do  not 
comptete  I V  and  V  betonr.  , 


OUTPATIENT 

Full  care* 

Partial  care* 

Self-care^ 

Se^f-care  trainir>g 
HOME 

Seii-care  IVolumeer. 
or  no  aaiaant) 

Partial  care  tPakt 
atsiaant) 


.  Usual  II 

Temo. 

III.  Total 

V  Charge 

V.  Total 

Dialysis 

Per 

Dialysis 

(Check) 

Sessions 

Dialysis 

Charges 

aB 

b  □ 

c_L 

diso. 

e  150 

f  □ 

9  S 

h  2 

,  150 

,  300 

kD 

1  □ 

m 

pB 

qD 

'JUL 

"Tto" 

.  1700 

uD 

»□ 

w  

□ 


1  —  Patient  performs  few,  if  any,  measurable  diatytis  tasks. 

2  —  Patieni  performs  some  .  but  not  ail.  tasks. 

3  —  Patient  performs  aii  lasics  witnout  facility  professional  care. 


ROUTINE  LABORATORY  TESTS 
13.  IN-UNIT  CHARGES   S  30 


14.  OUT  OF  UNIT  CHARGES  S. 


HOME  DIALYSIS  INFORMATION 

15.  METHOD  OF  EQUIPMENT  PAYMENT 

a   □  Rental  b   □  Purchase 

16.  TOTAL  PURCHASE  PRICE  $  

17.  PURCHASE  OR  RENTAL 
MONTHLY  CHARGE  $  

18.  INSTALLATION  CHARGE  S  

19.  DISPOSABLE  SUPPLIES  S  


CHANGES  IN  USUAL  DIALYSIS  SETTING 
llf  there  has  been  a  change  n  the  patient's 
treatment  pian  such  that  he^e  now  has  a  new 
usual  or  regular  treatment  setting,  indicate  both 
the  previous  and  the  new  setting  by  checking 
the  appropriate  "FROM" and  "TO" columns 
below) 

DIALYSIS  SETTING 
Outpatient-Full  care 
Outpalieni-Partiai  care 
Outoatler^l•Sell-care 
Outpatient-Self-ca"-* 
trainir^ 

Home- Sell-care 
Home-Part. 3.  c3re 


FROM 

TO 

aS 

bD 

c  □ 

dD 

e  □ 

<  □ 

9  □ 

n  a 

□ 

j  □ 

21.  REASONISt  FOR  CHANGE  IN  USUAL  DIALYSIS 
SETTING  ICheck  all  applicable  reasons  lor  change 
indicated  in  Item  201. 


a        Med<cai  complications 

b  E  Self-care  tra:r.ng  initiated 

c  Q  Self-care  training  successfully  completed 

d  Q  Patient  unable  to  complete  training 

e  D  Char^  m  home  support 

*        Patient  refuses  to  continue  in  present  setting 

9  □  Other 


22.  REASONIS)  FOR  TEMPORARY 

DIALYSIS  SETTINGS  ICheck  below  all 
reasons  for  any  dialysis  treatments 
indicated  in  Item  12  which  were  given 
in  a  temporary  setting:  i.e.,  not  the 
patient  's  usual  setting). 
a    HI  Medical  complications 
b    □  Change  in  home  support 
c    D  Mechanical  failure  of  equipnient 
d   D  Patient  on  personal  or  job-related 
travel 

e    D  Patient  or  assistant  temporarily 
unable  to  complete  training 

f    D  Patient  receiving  additional  self- 
care  training 

g    S  Patient  waiting  for  availability  of 
space  in  another  facility 

h   □  Other  


NUMBER  OF  DIALYSIS  ACCESS  PROCE- 
DURES INew  or  revised)  DURING  THIS 
PERIOD  (Check  none  or  enter  number). 

a  Ci  None 

b  J.  Vascular 

c    Peritoneal 


NUMBER  OF  UNITS  OF  BLOOD  GIVEN  THIS 
PERIOD  (Enter  number  of  units  given  of  each 
type.  If  number  of  units  is  unknown,  enter  "X" 
in  appropriate  category). 


□ 


None 
.  Frozen 

.  Leukocyte  poor  IBuffy  coat  free) 
.  Other 

.  Unknovnn  type 


23.  CURRENT  DIALYSIS  PRESCRIPTION 

(Usual  setting  I 

^        Hours  per  session 


24.  TYPE  OF  DIALYSIS  (Check  one) 

a  a  Hemodialysis  only 

b  D  Peritoneal  dialysis  only 

c   C  Both  (Indicate  number  of  treatments). 

  Hemodialysis 

 Peritoneal  dialysis 


27.  PATIENT  TREATMENT  STATUS  fC/iec*  one; 

a  S  Dialysis  only;  not  a  transplant  candidate 

b  D  Transplant  candidate 

c  D  Transplanted,  off  dialysis 

d  n  Transplanted,  on  support  dialysis 

e    □  Expired     _  _l_  _l_  _ 
Mo.       Day  Yr. 


28.  REMARKS 


NOTE    'If  paiiem  residence  is  not  m  a  specific  county,  enter  incorporated  city  or  township. 

Thu  report  is  required  by  law  142.  U.S.C.  426  .  20  CFR  405,  Section  2133).  Individually  identiTiable  patient  information  will  not  be  disclosed  except  as  provided 
form  the  Privacy  Act  of  1974  (5  U.S.C  5520:  45  CFR  Pan  5a) 


.roi»w  SSA.2743 


SSA/ESRD 


Departr-ent  of  Heslth.  Education,  and  Welf*r« 
Social  S*curiry  A.dminfstr«tion 


NOTE:   This  is  an  incomplete  form.   Data  entries  are  for  example  only. 
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INSTRUCTIONS  FOR  COMPLETING  THE 
ESRD  OUTPATIENT  DIALYSIS  SERVICE  INFORMATION,  SSA-2743 


ITEM 

PROCEDURE 

1 

Patient's  Last  Name,  First,  and  Middle  Initial 

Enter  the  patient's  last  name,  first  name,  and  middle  initial  as  it  appears 
on  the  Health  Insurance  Card  or  other  official  SSA  notification. 

2 

Sex 

Check  the  appropriate  block.  Do  not  leave  this  item  blank. 

3 

Health  Insurance  Claim  Number 

Enter  the  patient's  Health  Insurance  Claim  Number  as  it  appears  on  the 
Health  Insurance  Card  or  other  official  SSA  notification. 

4 

Patient's  County  of  Residence 

Enter  the  patient's  county  of  residence.   If  the  patient's  residence  is  not  in 
a  specific  county,  enter  the  incorporated  city  or  township.   Do  not  leave 
this  space  blank. 

5 

State 

Enter  the  tv^o-letter  United  States  Postal  Service  abbreviation  for  State  in 
the  space  provided;  e.g.,  MD  for  Maryland,  NY  for  Nev/  York,  CA  for 
California,  A  list  of  these  State  abbreviations  is  attached.   Do  not  leave 
this  space  blank. 

6 

Date  of  Birth 

Enter  the  date  in  month,  day,  and  year  order,  using  a  six-digit  number; 
eog,,  07/14/76,  for  July  14,  1976.   If  the  day  or  month  is  unknov/n,  enter 
"00"  as  place  holders.  Year  of  birth  must  always  be  entered. 

7 

Statement  Coverage  Period 

Enter  the  first  and  last  date  of  the  statement  period  for  which  you  are  billing. 
Enter  the  dates  in  month,  day,  and  year  order,  using  a  six-digit  number;  e.g.,, 
07/14/76  through  08/13/76,  for  July  14,  1976  through  August  13,  1976. 

ITCXA 

8 

Provider  Name  and  Address  (City  and  State) 

Enter  the  complete  name.  City,  and  State  in  which  the  provider  is  located. 

9 

Provider  Number 

Enter  the  six-digit  Provider  Number  assigned  by  the  Bureau  of  Health 
Insurance . 

10 

Intermediary  Number 

Enter  the  five-digit  Intermediary  Number  assigned  by  the  Bureau  of  Health 
Insurance  to  the  intermediary  servicing  the  provider  identified  In  Item  8. 

11 

Check  Here  If  the  Attached  Bill  Includes  No  Charges  for  Dialysis  Treatments 
or  Supplies,  and  Skip  to  Item  25 

Checking  this  block  will  alert  data  processors  that  Items  12  through  24  were 
not  omitted  through  oversight.   Failure  to  check  the  block  will  result  in  a 
contact  for  further  information.    For  example,  if  billing  only  for  an  outpatient 
access  procedure.  Items  12  through  24  do  not  apply.    In  all  coses  Items  25, 
26,  and  27  must  be  completed. 

12 

Dialysis  Settings 

If  treatment  vads  provided  under  on  all-inclusive  rate. 
Some  hospitals  do  not  hove  a  discretely  identified  dialysis  charge;  that  is, 
they  have  an  all-inclusive  no  charge  structure.    If  this  hospital  provides 
treatment  under  on  all-inclusive  rote,  check  the  block  and  do  not  complete 
12-1?  and  12-Y. 

I-Usuol  and  H-Temporory 

Check  both  the  usual  and  temporary  setting(s)  in  which  the  patient  diolyzed 
during  the  billing  period.    It  is  possible  for  the  patient  to  hove  more  than 
one  usual  dialysis  setting  during  the  billing  period.  Examples: 

(1)  If  a  patient  regularly  diolyzes  in  two  settings,  ioe., 
outpatient  full  core  and  home  self-care,  check  Items 
la  and  lu . 

(2)  If  0  patient  changes  hi^^her  usual  setting  from  full  care 

to  self-core  training,  check  Items  Id  andlp.    If  the  patient 
also  diolyzed  in  o  temporary  setting,  e.g.,  in  a  partial 
core  setting  while  awaiting  a  self-core  bed,  check  Ilg  also. 
See  example  on  following  page. 
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12 
Cont. 


12.     DIALYSIS  SETTINGS  (Check  the  patient's  usual  setting.  If  his  usual  setting  changed 
during  the  month,  check  both.  If  the  patient  was  dialyzed  in  any  setting  on  a  temporary 
basis,  check  the  appropriate  block  (si  in  the  temporary  column  also). 

□Ch«ck  hers  (f  tresttnent  was  pfoyid*i)  under  an  al(-tnclu»ve  rote,  ami  do  not 


eomptete  IV  and  V  below. 


Usual     II.  Temp. 
(Check) 


lU.  Total 
Oiafysis 
Sessions 


OUTPATIENT 

1 

Full  care' 

a  H 

bD 

c 

Partial  care 

f  □ 

g  m 

h 

2 

Self-care^ 

kD 

1  □ 

m 

Self-care  training 

pH 

qD 

r 

10 

HOME 

Self-care  (Volunteer, 

uD 

V  □ 

or  no  assistant) 

w 

Partial  care  (Paid 

assistant) 

V  □ 

2 

IV.  Charqe 
Per 

Diatyjjs 

i  150 


1  —  Patient  performs  few,  if  any,  measurable  dialysis  tasks. 

2  —  Patient  performs  some ,  but  not  all,  tasks. 

3  —  Patient  performs  all  tasks  witfiout  facility  professional  care. 


Total 

Dialysis 

Charges 

150 


300 


i 

t  T700 


HI-Total  Dialysis  Sessions 

Enfer  the  total  number  of  treatments  provided  during  the  billing  period  on 
the  line(s)  appropriate  to  each  type  of  treatment  received. 

lS!-Charge  Per  Dialysis 

Enter,  in  dollar  amount  only,  the  charge  per  dialysis  on  the  line(s)  appro- 
priate to  each  type  of  treatment  received.    If  the  billing  period  covers  a 
time  period  during  which  more  than  one  dialysis  charge  was  applied,  a 
separate  form  is  to  be  prepared  for  each  period  to  which  a  separate  charge 
was  applied.    This  entry  should  include  only  the  straight  dialysis  charge. 
Specific  nonroutine  professional  service  to  the  patient  for  which  there  is 
a  separate  allowable  charge  and  any  routine  laboratory  service  reported 
in  Items  13  and  14  should  be  excluded. 

NOTE:     The  dialysis  charge  listed  in  Item  151  of  the  SSA-1483  may  be 
greater  than  the  above  amount.    Dialysis  charges  on  the 
SSA-1483  include  charges  for  routine  laboratory  work  performed 
in  the  dialysis  unit.   No  other  laboratory  charges  are  to  be 
included  in  the  dialysis  charge.    Routine  laboratory  charges  are 
defined  as  fol lows: 

Laboratory  Services 

Laboratory  tests  are  essential  to  monitor  the  progress  of  chronic  renal 
disease  patients.    The  following  list  and  frequencies  of  tests  constitute 
the  level  and  types  of  routine  laboratory  tests  that  may,  presumptively, 
be  considered  covered.   Additional  types  of  tests  or  tests  at  greater 
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12  frequencies  may  be  reimbursed  following  Intermediary  determination  of  the 

Cont.        test's  medical  necessity.   The  routine  tests  and  allowed  frequencies  are  as 
follows: 


1. 


Per  Dialysis 
Hematocrit 


2.         Per  Week 

Prothrombin  time  for  patients  on  anti-coagulant  therapy 

Serum  Creatinine 

BUN 


3 .         Monthly  (May  be  Performed  Pre  and  Post-dialysis) 

Serum  Calcium  Serum  Bicarbonate         Alkaline  Phosphatase 

Serum  Potassium  Serum  Phosphorous  SCOT 

Serum  Chloride  Total  Protein  LDH 

CBC  Serum  Albumin 


"S^-Total  Dialysis  Charges 

Enter,  In  dollar  amount  only,  the  product  of  the  number  of  dialysis  sessions 
multiplied  by  the  corresponding  charge  per  dialysis  on  the  line(s)  appropriate 
to  each  type  of  treatment  received. 

12.     DIALYSIS  SETTINGS  (Check  the  patient's  usual  setting.  If  his  usual  setting  changed 

during  the  month,  check  both.  If  the  patient  was  dialyzed  in  any  setting  on  a  temporary 
basis,  check  the  appropriate  block  (si  in  the  temporary  column  also). 


□  check  here  if  treatment  was  provided  under  an  all-inclusive  rate,  and  do  not 


complete  IV  and  V  below. 

1.  Usual  II 

Temp. 

III.  Total 
Dialysis 

IV.  Charge 
Per 

V. 

Total 
Dialysis 

(Check) 

Sessions 

Dialysis 

Charges 

OUTPATIENT 
Full  care' 

a  m 

bD 

c  1 

d  150 

e 

150 

Partial  care^ 

f  □ 

g  B 

h  2 

i  150 

1 

300 

Self-care^ 

kD 

1  □ 

m 

o 

Self-care  training 

r  10 

s  170 

t 

1700 

HOME 

Self-care  (Volunteer. 

uD 

vD 

or  no  assistant) 

w 

Partial  care  (Paid 

assistant! 

X  □ 

V  □ 

z 

1  —  Patient  performs  few,  if  any,  measurable  dialysis  tasks. 

2  —  Patient  performs  some ,  but  not  all.  tasks. 

3  —  Patient  performs  all  tasks  without  facility  professional  care. 


Routine  Laboratory  Tests 

The  following  instructions  for  Items  13  and  14  are  applicable  to  all  facilities 
furnishing  dialysis  services.    They  may  be  supplemented  by  Intermediary 
billing  Instructions  where  circumstances  require  additional  documentation. 


1 
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The  allowable  charge  (screen)  for  dialysis  takes  into  account  the  charges 
for  routine  laboratory  tests,  whether  they  are  performed  In  or  out  of  the 
dialysis  unit.    Items  13  and  14  of  the  SSA-2743  break  out  the  amount  of 
any  routine  laboratory  charges  included  in  totals  being  billed  on  lines 
15C  and  151  of  the  SSA-1483. 


13  In-Unit  Charges  (Corresponds,  in  part,  to  item  151,  SSA-1483) 

Enter,  in  dollar  amount  only,  the  charges  for  routine  laboratory  tests 
performed  in  the  dialysis  unit. 


14  Out-of-UnIt  Charges  (Corresponds,  in  part,  to  Item  15C,  SSA-1483) 

Enter,  in  dollar  amount  only,  the  total  charges  for  all  routine  laboratory 
tests  performed  in  a  nondialysis  unit  laboratory;  e.g.,  laboratory  tests 
done  in  a  distinct-part  hospital  laboratory  or  tests  purchased  from  an 
independent  laboratory.   Those  routine  tests  that  were  performed  in  the 
dialysis  unit  itself,  indicated  In  Item  13,  and  all  nonroutine  laboratory 
tests  are  to  be  excluded  from  Item  14. 

If  the  routine  laboratory  services  were  furnished  to  the  hospital  or  ^i  mi  ted 
care  facility  under  arrangements  with  a  certified  Independent  laboratory, 
or  from  another  provider,  the  under  arrangement  laboratory  services  ore  to 
be  identified  by  entering  "U.A."  In  Item  14  under  the  words  "out-of-unit 
charges." 


SSA-2743 


ROUTINE  LABORATORY  TESTS 

14.  OUT-OF-UNIT  CHARGES  $  30 


U.A. 


Out-of-unIt  routine  laboratory  charges  and  nonroutine  laboratory  charges 
are  to  be  billed  on  line  15C  of  the  SSA-1483.   The  cost  and  charges  related 
to  these  laboratory  services  performed  in  connection  with  renal  dialysis  are 
to  remain  In  the  laboratory  cost  center  and  the  costs  involved  will  be 
apportioned  along  with  other  laboratory  costs  under  the  general  rules 
applicable.  Example: 


SSA-1483 


15. 

Statement  of  services 

Covered  Charges 

A. 

B. 

C. 

U.A.* 

30 

00 

Remarks: 

*UnIversal  Laboratory 

1005  Main  Street 

Midwest  City,  OK 
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Home  Dialysis  Information 

The  following  instructions  for  Items  15-19  are  applicable  to  all  facilities 
furnishing  dialysis  services.   They  may  be  supplemented  by  intermediary 
billing  instructions  where  circumstances  require  additional  documentation. 


15  Method  of  Equipment  Payment 

Check  the  one  block  appropriate  to  the  method  of  payment  the  patient  has 
selected.   The  patient  has  the  option  of  electing  to  rent  or  purchase  any 
item  of  durable  medical  equipment  (DME)  used  in  home  dialysis. 


16  Total  Purchose  Price 

If  the  charge  for  equipment  is  $50  or  less,  a  lump-sum  payment  may  be  made 
by  the  intermediary.    If  a  lump-sum  cannot  be  paid  for  purchased  equipment 
because  the  charge  exceeds  S50,  payment  will  be  made  in  monthly  install- 
ments at  a  rote  equal  to  the  reasonable  rental  charge  for  the  equipment. 
Monthly  payments  continue  until  the  allowable  purchase  price  is  reimbursed. 

If  the  facility  sells  dialysis  related  equipment  to  the  patient,  an  SSA-2743 
should  accompany  the  SSA-1483  to  the  intermediary  indicating  the  net 
purchase  price  in  Item  16  of  the  SSA-2743  and  Item  151  of  the  SSA-1483. 
The  intermediary  prepares  subsequent  SSA-2743  supplements  and  SSA-1483's 
for  each  monthly  payment  made,  showing  the  amount  of  the  periodic 
payment  for  that  month  in  Item  17  of  the  SSA-2743  and  item  15Iof  the 
SSA-1483.  For  example: 

(1)      The  initial  SSA-2743  and  SSA-1483  prepared  by  the  provider. 


SSA-2743 


HOME  DIALYSIS  INFORMATION 

15.  METHOD  OF  EQUIPMENT  PAYMENT 
a  □    Rental  b   E  Purchase 

16.  TOTAL  PURCHASE  PRICE  S  5,000 


SSA-1483 


15.      Statement  of  services 
A. 

Covered  Chorges 

I.      Other  (Specify)  DME* 

5000 

00 

Remarks:      *Dialysis  Delivery  System 
(Brand  Name  -  Model  No, 
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16 
Conf. 


(2)      The  subsequent  SSA-2743  and  SSA-1483  prepared  by  the 
intermediary. 


SSA-2743 


SSA-1483 


HOME  DIALYSIS  INFORMATION 

15.     METHOD  OF  EQUIPMENT  PAYMENT 
a  □   Rental  b  E  Purchase 


17.     PURCHASE  OR  RENTAL 

MONTHLY  CHARGE  $  180 


15.      Statement  of  services 
A. 

Covered  Charges 

X      Other  (Specify)  DME 

180 

00 

17  Purchase  or  Rental  Monthly  Charge 

Rental  or  Lease  of  Equipment 

If  the  facility  rents  or  leases  dialysis  related  equipment  to  the  patient,  the 
facility  submits  an  SSA-2743  and  an  SSA-1483  indicating  the  monthly  rental 
charge  in  Item  17  of  the  SSA-2743  and  Item  151  of  the  SSA-1483.   If  the 
SSA-2743  and  SSA-1483  cover  a  period  of  more  than  one  month,  the  monthly 
rental  charge,  the  number  of  months  covered  by  the  billing  period,  and  the 
total  charge  are  to  be  entered. 


SSA-2743 


HOME  DIALYSIS  INFORMATION 

15.     METHOD  OF  EQUIPMENT  PAYMENT 
a   E    Rental  b  □    Pu  rchase 


17.     PURCHASE  OR  RENTAL 
MONTHLY  CHARGE 
3  mo.  @  $180 


$  540 
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17 
Cont, 


SSA-1483 


15.      Statement  of  services 
A. 

Covered  Charges 

I.       Other  (Specify) 

DME  3  mo.  @  $180 

540 

00 

Repair^  Maintenance^  and  Replacement 

Where  separate  charges  for  repair,  maintenance,  and  replacement  are 
covered,  they  are  to  be  included  in  Item  17  of  the  SSA-2743  and  Item  15l 
of  the  SSA-1483.    If  repair  or  replacement  is  billed,  "Rep"  is  to  be 
annotated;  if  maintenance  is  billed,  "Maint"  is  to  be  annotated. 


SSA-2743 


HOME  DIALYSIS  INFORMATION 

15.     METHOD  OF  EQUIPMENT  PAYMENT 
a    El   Rental  b   □  Purchase 

17.     PURCHASE  OR  RENTAL 

MONTHLY  CHARGE         $  600 
DME  3  mo.  @  $180  and  Rep 


SSA-1483 


15.      Statement  of  Services 
A. 

Covered  Charges 

T.        Other  (Specify) 

DME  3  mo.  @  $180 

540 

00 

DME  Repairs 

60 

00 

Only  covered  charges  are  to  be  entered;  intermediaries  can  explain  the 
qualifications  for  coverage  which  in  summary  follov/. 

Reimbursement  to  the  facility  may  be  made  for  the  repair  and  maintenance 
of  home  dialysis  equipment  where  the  dialysis  equipment  is:   (a)  leased 
directly  from  a  provider  acting  essentially  as  an  Intermediary  between  the 
patient  and  the  manufacturer  for  the  purpose  of  assuming  the  financial  risk 
and  the  rental  charge  does  not  include  a  margin  to  recover  the  repair  costs; 
(b)  being  purchased  by  the  beneficiary. 
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18  InstgllaHon  Charge 

Enter  the  Medicare  covered  charges  for  the  installation  and  delivery  of  all 
dialysis  related  durable  medical  equipment  in  Item  18  of  the  SSA-2743 
and  Item  151  of  the  SSA-1483.   Medicare  will  cover  all  reasonable  and 
necessary  expenses  Incurred  in  the  original  installation  of  home  dialysis 
equipment.    This  coverage  is  not  extended  to  expenses  attributable  to  home 
improvement;  e.g.,  plumbing  or  electrical  work  beyond  that  necessary  to 
tie  in  with  existing  water  or  power  lines.    It  is  recognized  that  the  delivery 
and  installation  of  renal  dialysis  equipment  requires  testing  and  assurance 
of  equipment  performance  which  may  be  billed  for  as  part  of  the  basic 
delivery  charge.    Intermediaries  may  require  special  documentation  to 
establish  reimbursement  and  coverage  for  this  item. 


SSA-2743 


HOME  DIALYSIS  INFORMATION 

15.     METHOD  OF  EQUIPMENT  PAYMENT 
a    13   Rental  b  Q  Purchase 

18.     INSTALLATION  CHARGE      $  115 


SSA-1483 


15.      Statement  of  services 
A. 

• 
• 

Covered  Charges 

I.       Other  (Specify) 

DME  Installation 

90 

00 

DME  Delivery 

25 

00 

19  Disposable  Supplies 

Supplies  for  home  dialysis  whether  individual  or  a  home  dialysis  kit  are  to 
be  entered  in  Item  19  of  the  SSA-2743  and  in  Item  151  of  an  SSA-1483. 
Freight  charges  associated  with  the  delivery  of  the  patient's  home  supplies, 
where  allowed,  are  to  be  included  in  the  supply  charges  entered  in  Item  19 
of  the  SSA-2743. 
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19 
Cont, 


SSA-2743 


SSA-1483 


HOME  DIALYSIS  INFORMATION 

15.     METHOD  OF  EQUIPMENT  PAYMENT 
1    13   Rental  2    □  Purchase 

19.     DISPOSABLE  SUPPLIES      $  203 


15.     Statement  of  services 
A. 

• 

Covered  Charges 

I.       Other  (Specify) 
Supplies 

200 

00 

Freight 

3 

00 

Supplies  such  as  dialyzers,  venous  and  arterial  sets,  dialysate,  saline 
solutions,  administration  sets,  fistula  needles,  and  heparin  are  required 
for  the  effective  operation  of  a  home  dialysis  machine  and  as  such  are 
billable  items.  Conversely,  expenses  for  supplies  not  necessary  for  the 
operation  of  the  machine  may  not  be  reimbursed  when  billed  separately. 
Such  noncovered  supplies  may  be  billed  only  as  part  of  an  approved  home 
dialysis  supply  package.  Approval  of  a  home  dialysis  supply  package 
(kit)  may  be  made  by  the  intermediary  at  the  time  the  initial  bill  for  a 
home  dialysis  kit  is  submitted  by  a  provider. 
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20  Changes  in  Usual  Dialysis  Setting 

If  the  patient's  usual  dialysis  setting  has  changed  during  this  billing  period, 
check  both  the  previous  setting  and  the  new  setting.    If  the  dialysis  setting 
has  not  changed,  leave  this  item  blank  and  skip  to  Item  22.   For  example. 
If  two  usual  settings  were  checked  in  Item  12-1  (and  the  patient  does  not 
regularly  dialyze  in  two  settings),  I  .e . ,  the  patient  was  dialyzing  In  an 
outpatient,  full  care  setting  and  has  now  initiated  self-care  training, 
check  Block  a  and  Block  h  indicating  "From  Outpatient-Full  care," 
"To  Outpatient-Self-care  training." 

20.  CHANGES  IN  USUAL  DIALYSIS  SETTING 

(If  there  has  been  a  change  in  the  patient's 
treatment  plan  such  that  he/she  now  has  a  new 
usual  or  regular  treatment  setting,  indicate  both 
the  previous  and  the  new  setting  by  checking 
the  appropriate  "FROM" and  "TO" columns 
below). 


DIALYSIS  SETTING 

FROM 

TO 

Outpatient-Full  care 

a  ^ 

bD 

Outpatient-Partial  care 

c  □ 

dD 

Outpatient-Self-care 

e  □ 

f  □ 

Outpatient-Selt-care 

training 

h  B 

Home- Self-care 

,  □ 

j  □ 

Home-Partial  care 

k  □ 

1  □ 

21  Reason(s)  for  Change  in  Usual  Dialysis  Setting 

If  the  patient's  usual  dialysis  setting  has  changed  during  this  billing  period, 
as  indicated  in  Item  20,  check  all  applicable  reasons  for  the  change.  If 
the  dialysis  setting  has  not  changed,  leave  this  item  blank. 


21.  REASON(S)  FOR  CHANGE  IN  USUAL  DIALYSIS 
SETTING  (Check  all  applicable  reasons  for  change 
indicated  in  Item  20). 


a  □  Medical  complications 

b  8  Self-care  training  initiated 

c  □  Self-care  training  successfully  completed 

d  □  Patient  unable  to  complete  training 

e  n  Change  in  home  support 

f  □  Patient  refuses  to  continue  in  present  setting 

g  □  Other 
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22 

Reason(s)  for  Temporary  Dialysis  Settings 

Check  all  reasons  for  any  dialysis  treatments  indicated  in  Item  12-11  which 
the  patient  received  in  a  temporary  setting;  i.e.,  not  the  patient's  usual 
setting . 

22.  REASON(S)  FOR  TEMPORARY 

DIALYSIS  SETTINGS  (Check  below  all 
reasons  for  any  dialysis  treatments 
indicated  in  Item  12  which  were  given 
in  a  temporary  setting;  i.e.,  not  the 
patient's  usual  setting). 
a    n  Medical  complications 
b    n  Change  in  home  support 
c    n  Mechanical  failure  of  equipment 
d   n  Patient  on  personal  or  job-related 
travel 

e    n  Patient  or  assistant  temporarily 
unable  to  complete  training 

f    (Zl  Patient  receiving  additional  self- 
care  training 

g    B  Patient  waiting  for  availability  of 
space  in  another  facility 

h  □  Other 

23 

Current  Dialysis  Prescription 

Enter  the  average  number  of  hours  per  dialysis  session  that  the  patient  dialyzed 
in  his/her  current  setting.    For  example,  if  the  patient  has  changed  his/her 
usual  setting  from  full  care  to  self-care  training,  enter  the  average  number  of 
hours  per  self-care  training  session. 

24 

Type  of  Dialysis 

Check  the  type(s)  of  dialysis  the  patient  received  during  this  billing  period. 
If  the  patient  received  both  peritoneal  and  hemodialysis,  check  Block  c, 
"Both,"  and  indicate  in  the  space  provided  the  number  of  treatments  the 
patient  received  for  each  type  of  dialysis. 

25 

Number  of  Dialysis  Access  Procedures  During  This  Period 
Enter  the  number  of  each  type  of  access  procedure  performed  during  this 
billing  period.    The  number  includes  revisions  of  old  sites  or  installation 
of  new  sites.    If  no  access  procedure  has  been  performed  during  this  billing 
period,  check  "None."    Do  not  leave  this  item  blank. 
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iNumDer  or  vjnirs  or  diooo  oiven  inis  reriou 

Enter  the  number  of  units  of  each  type  of  blood  the  patient  has  received  as 
an  outpatient  during  this  statement  period  whether  or  not  this  facility  is  billing 
for  the  blood.    If  the  patient  has  not  received  blood  during  the  billing  period, 
check  "None."   Do  not  leave  this  item  blank. 

27 

Patient  Treatment  Status 

v-RecK  rne  one  diock  wnicn  reriecrs  rne  paneni  s  curreni  rrearmenr  srorus* 
If  the  patient  has  expired,  check  the  appropriate  block  and  enter  the  date 
of  death  in  month,  day,  and  year  order,  using  a  six-digit  number;  e.g., 
07/14/76,  for  July  14,  1976.    If  the  patient  expired  elsewhere  and  the  day 
is  unknown,  enter  "00"  as  place  holders.  Do  not  leave  this  item  blank. 

28 

Remarks 
Transplant 

If  the  beneficiary  receiving  transplant  services  has  exhausted  his  Part  A 
coverage  and  has  only  Part  B  coverage,  this  may  be  billed  using  an 
SSA-1483.  When  this  occurs,  the  standard  kidney  acquisition  charge  is 

1  U  vjxz        1  1  CI          III   1  ric   IXC  1 IIUI  iNd  ^tr  C  l  l  \j\  I  \j\    I  I  IC  'JOr\          *^\J  f    Willi   lilc;  CJiHIUIUMv^il 

"KA"  followed  by  the  charge  in  dollar  amount  only.    If  the  living  or 
cadaveric  donor  organ  was  obtained  from  outside  the  billing  hospital,  the 
outside  source  should  also  be  identified  by  name  and  address  in  the  Remarks 
section  of  the  SSA-2743. 

SSA-2743 

28.     REMARKS:     KA:  3000 
University  Hospital 
24  Central  Ave. 
Southeast,  Ml 

NOTE:     The  surgical  procedure  will  be  identified  in  Item  14  of  the 

SSA-1483  and  the  standard  kidney  acquisition  charge  will  be 
identified  in  Item  151.   See  example  below. 

SSA-1483 

14.      Surgical  Procedures 

Renal  Allograft  01/01/76 

4 
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PROCEDURE 


15.      5-aremenr  of  services 
A. 

• 

Covered  Charges 

I.       Other  iSpecifyi 

Ccxiaveric  Kidney 

Acc'jisitior 

3000 

00 

Remarks: 

University  Hospital 

24  Central  Ave . 

Southeast,  Ml 

Enter  any  odditional  clorlfying  information  in  this  space. 
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When  to  Complete  the 
Inpatient  Hospital  and  Skilled  Nursing  Facility  Admission  and  Billing,  SSA-1453 

Complete  the  Inpatient  Hospital  and  Skilled  Nursing  Facility  Admission  and 
Billing,  SSA-1453,  at  the  usual  billing  intervals  utilizing  the  following 
supplemental  instructions  to  the  HIM-10,  Hospital  Manual,  or  the  HIM-12, 
Skilled  Nursing  Facility  Manual. 

Intermediaries  may  also  specify  special  instructions. 


■^ppr  o  ved 


INPATIENT  HOSPITAL  AND  SKILLED  NURSING  FACILITY  ADMISSION  AND  BILLING  , 

HOSPITAL  AND  MEDICAL  INSURANCE  BENEFITS — SOCIAL  SECURITY  ACT  0MB  No.  72-R0734 

NOTICE;  Anyone  who  misrepresents  or  falsifies  essential  information  requested  by  this  form  may  upon  conviction  be  subject  to  fine  and  Imprisonment  under  Federal  law. 


1.  Patient's  last  name                             iFlrst  name  IMI 

Matthews                             |  John                        j  F 

2.  Sex 

[X]m  Df 

3.  Health  Insurance  claim  number 

321-09-8765-A 

4.  Patient  s  address  (Street  number.  City,  State.  ZIP  Code) 

1582  Glendora  St.,  Dallas,  TX  75202 

5.  Date  of  birth 

O.Z_IO  9.!4  1 

6.  Medical  record  number 

56423-OA 

7.  Date  of  this  admission 

1     0  1  2    6  i  7  6 

8.  Provider  name  and  address  (City  and  State) 

Bell  View  Hospital,  Dallas,  TX 

9.  Provider  number 

450001 

10.  Attending  physician 

J.W.  Lindsay,  M.D. 

11.  Dates  of  qualifying  stay 

FROM  1 

1 

 1  1  

THRU 

1  1 

12.  Qualifying  and  other  prior  stay  information 

if  you  have  other  health  insurance  or  if  your  State  Medical  Assistance  Agency  will  pay  part  of  your  medical  expenses  and  you  want  information 
about  this  claim  released  to  them  upon  their  request  complete  items  13  and  14. 


13.  Insuring  organization  and    or  State  agency  name  and  address 


14.  Policy  and  /  or  medical  assistance  number 


15.  Patient's  Certification,  Authorization  to  Release  Information,  and  Payment  Request.  I  certify  that  the  information  given  by  me  in  applying 
for  payment  under  Title  XVIII  of  the  Social  Security  Act  is  correct.  I  authorize  any  holder  of  medical  or  other  information  about  me  to  re- 
lease to  the  Social  Security  Administration  or  its  intermediaries  or  carriers  any  information  needed  for  this  or  a  related  Medicare  claim.  I 
request  that  payment  of  authorized  benefits  be  made  on  my  behalf. 


□ Contained  in 
provider's  record 


Signature  fPatient  or  authorized  representative)  (Signature  by  mark  must  be  witnessed) 


Date 


16.  Admitting  diagnoses  (II  employment  related,  also  give  name 
and  address  of  employer) 


Renal  Transplant  Cadaveric 


18.  Surgical  procedures  (Show  date  of  each) 

Renal  Transplant  Cadaveric  (10/26/76) 


T 


Do  not  use 
this  space 


17.  Discharge  or  current  diagnoses 

(a)  Primary 

Renal  Transplant  Cadaveric 

(b)  Secondary 


Do  not  use 
this  space 


19.  STATEMENT  OF  SERVICES  RENDERED 


Total  Charges 


Non-covered  Chg's. 


Blood  pints  Pints 
furnished  _      replaced  ^ 
A.  1  0 


Accommodation 


B.  1-Bed 


Not  replaced 

1 


Days 


Charge  per 

12.50! 


12  50 


Rate 


21    Date  guarantee  of 
payment  began 


75.00 


225  1  00 


20.  Statement  covers  period 

•^TO  ;  2  6  ;  7  6    ^1"^  1  i  2   4  |  7  6 


22.  Date  UR  notice  received 


C.  2-3-4  Bed 


D.  5  or  more  Beds 


175^ 


FOR  E.  Intensive  care 


23.  Date  active  care  ended 
I  I 


24.  Date  benefits  exhausted 


F.   Coronary  care 


25.  Patient  status 


A.  Date  discharged 


H.  Operating  room 


220 


00 


B.  Date  of  death 


]Sttll 
patient 


I.  Anesthesia 


48 


00 


ONLY  J.   Outpatient  services 


26.  Lifetime  reserve 
days  used 


K.  Blood  administration 


TIT 


3C" 


27.  Non-covered 
days 


28.  Covered  dayi 


30 


L.  Pharmacy 


M.  Radiology 


595 


22 

m 


30.  Remarks: 


N.  Laboratory 


2464 


00 


0.  Medical,  surgical  and  central  supplies 


450 


00 


p.   Physical  therapy 


Q.  Occupational  therapy 


R.  Speech  pathology 


S.   Inhalation  therapy 


T.  Other  (Describe)  4  HDx  @  125.00 


1  PDx  g250.00 


"250" 


00 


Cadaveric  Kidney  Acquisition 


2600 


00 


U.  TOTALS 


9422 


22 


PIP 

(a)  Q 


V.   Inpatient  deductible 


104 


00 


31.  Reimbursement  amount  $ 


W.  Blood  deductible 


pts.  9 


12 


50 


FOR  INTERMEDIARY  USE 


X.  Coinsurance 


days  ( 


)  ( 


116 


50 


32.  Verified  non.covered  stays 


Y.  TOTAL  DEDUCTIONS 


29.  I  certify  that  the  required  physician's  certification  and  recertifications  are  on  file. 


33.  Non- 
pmt.  code 


34.  Days 
used 


Signature  of  provider  representative 


Dote 


35.  Approved  by 


Date  approved 


FOR*.  SSA.1453  (6)  '10-74, 

NOTE.  This  is  an  incomplete  bill.   Data  entries  are  for  exam^5' &FffjiP'. 


Department  of  Health.  Education,  and  Welfar 
Administration 
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SUPPLEMENTAL  INSTRUCTIONS  FOR  COMPLETING  THE 
INPATIENT  HOSPITAL  AND  SKILLED  NURSING  FACILITY  ADMISSION  AND  BILLING,  SSA-1453 


ITEM 

PROCEDURE 

18 

Surgical  Procedures  (Show  date  of  each) 

Enter  the  surgical  procedures  performed  using  recognized  terminology 
as  Indicated  In,  "Current  Medical  Terminology,"  "Current  Procedural 
Terminology,"  etc.,  and  enter  the  corresponding  date  of  each  surgery. 
If  a  patient  has  received  a  renal  transplant,  the  following  terminology 
is  suggested . 

1  .   renal  allograft — cadaveric  donor 

2.  renal  allograft — living  donor 

3.  kidney  transplantation — cadaveric  donor 

4.  kidney  transplantation  —  living  donor 

19 

Statement  of  Services  Rendered 

19N 

Laboratory 

Enter  the  total  of  all  routine  laboratory  tests  performed  in  a  nondialysis 
unit  laboratory  (for  example,  a  distinct  part  of  a  hospital  laboratory 
department  or  tests  purchased  from  an  independent  laboratory)  and  all 
other  (nonroutine)  laboratory  tests.   The  only  laboratory  services  to  be 
excluded  from  Item  19N  are  those  tests  that  were  performed  in  the  dialysis 
unit  Itself.    If  the  laboratory  services  were  furnished  to  the  hospital 
under  arrangements  with  a  certified  independent  laboratory  or  from 
another  provider,  the  identification  of  those  under  arrangement  laboratory 
services  Is  to  be  indicated  by  entering  "U.A.*"  (with  an  asterisk)  In 
Item  19N,  after  the  word  "Laboratory"  and  entering  the  name  and  add- 
ress of  the  Independent  laboratory  or  provider  preceded  by  an  asterisk 
in  the  Remarks  section.  Item  30,  on  the  bill. 

19T 

Other  (Describe) 

Enter  the  total  number  of  dialysis  treatments  rendered  during  the  billing 
period,  the  associated  unit  charge  and  the  total  covered  charges.  Entries 
are  to  be  made  by  type  of  dialysis;  i.e.,  hemodialysis,  peritoneal  dialysis. 
Separate  entries  are  to  be  made  when  more  than  one  unit  charge  Is 
associated  with  a  single  type  of  dialysis  rendered  during  the  billing  period. 
See  example  on  the  following  page. 
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ITEM 


PROCEDURE 


19T 
Cont. 


T.   Other  (Describe) 

HDx  2 

@ 

150.00 

HDx  3 

180.00 

PDx  1 

300.00 

NOTE:     The  use  of  the  standard  abbreviations,  HDx  for  hemodialysis 
and  PDx  for  peritoneal  dialysis,  is  strongly  suggested  in  the 
event  the  full  description  cannot  be  written  in  the  space 
allowed.    If  the  space  allowed  in  Item  19T  is  not  adequate 
for  the  entry  of  the  required  information,  despite  abbreviation, 
the  descriptive  information  may  be  entered  in  the  Remarks 
section.  Item  30,  on  the  bill. 

1 9T  Inpatient  Dialysis  Furnished  Under  Arrangements  or  Within  a  Transfer 

Agreement 

Hospitals 

Dialysis  services  billed  by  a  hospital  and  furnished  under  arrangements  are 
to  be  identified  by  showing  "UA*"  in  Item  19T  after  the  word  "Describe." 
In  the  Remarks  section  on  the  bill,  preceded  by  an  asterisk,  enter  the 
provider  number,  and  the  name  and  address  of  the  CRD-facility  where  the 
dialysis  services  were  actually  performed, 

NOTE:    Section  405. 1031  of  Subpart  J  of  Regulation  5  states  that  only 
approved  hospitals  may  bill  for  ESRD  services.  Consequently, 
for  hospitals  to  bill  and  be  reimbursed  for  inpatient  dialysis 
services  furnished  under  arrangements,  both  facilities  partici- 
pating in  the  arrangement  must  meet  the  conditions  of  §405.2120 
and  3405.2160  of  Subpart  U  of  Regulation  5.   To  explain,  in 
order  for  renal  dialysis  facilities  to  have  in  effect  a  written 
arrangement  with  each  other  for  the  provision  of  inpatient 
dialysis  care,  both  facilities  must  meet  the  minimum  utilization 
rate  requirement,  i.e.,  two  dialysis  stations  with  performance 
of  at  least  four  dialysis  treatments  per  week. 

Skilled  Nursing  Facility 

Dialysis  services  billed  by  an  SNF  and  furnished  under  a  transfer  agreement 
are  to  be  indicated  by  showing  "TA*"  in  Item  19T  after  the  word  "Describe." 
In  the  Remarks  section  of  the  bill,  preceded  by  an  asterisk,  enter  the 
provider  number,  and  the  name  and  address  of  the  hospital  participating  in 
the  transfer  agreement. 
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ITEM 

PROCEDURE 

19T 
Cont . 

NOTE:     Dialysis  may  be  billed  by  an  SNF  only  as  a  service  provided  by  a 
hospital  with  which  the  racility  has  a  transter  agreement  in  effect, 
provided  the  hospital  is  also  approved  to  provide  maintenance 
dialysis  for  the  Medicare  program,  or  when  furnished  directly 
by  an  SNF  meeting  all  non-hospital  maintenance  dialysis  facility 
requirements,  including  minimum  uti lizatlon  requirements.  (See 
1861(h)(6),  1861(h)(7),  Title  XVIII) 

19T 

All-inclusive  Rate/No  Charge  Structure  Providers 

In  addition  to  completing  the  appropriate  line  in  Item  19  for  the 

1    .  ■         /I  *           n                    p\  \                iif        *ii                   *ii  1 

accommodation  (lines  b,  L,  or  u)  actually  furnished,  enter  in  Item  191 
the  type  and  total  number  of  dialysis  services  rendered  during  the  billing 
period.   No  charges  are  to  be  entered  in  Item  19T,  as  renal  dialysis 
services  are  covered  in  the  provider's  all-inclusive  rate. 
Example: 

T.     Other  (Describe)      HDx  2 

19T 

Transplantation 

Enter  the  appropriate  standard  charge  for  kidney  acquisition  in  Item  19T, 
"Other."   The  standard  charge  for  a  living  kidney  donor  acquisition  or 
cadaveric  kidney  acquisition  should  be  identified  as  "living  donor  kidney 
acquisition"  or  "cadaveric  kidney  acquisition"  on  a  separate  line  in 
19T,  "Other."   In  addition,  where  the  living  donor  or  cadaveric  kidney 
was  obtained  from  outside  the  hospital,  identity  the  outside  source  by 
entering  the  name  and  address  of  the  source  in  the  Remarks  section. 
Item  30,  of  the  bill.  Charges  for  services  furnished  the  beneficiary  in 
connection  with  a  kidney  transplant  excluding  kidney  acquisition  charges 
should  be  entered  on  the  appropriate  lines  in  Item  19  in  the  same  manner 
as  other  surgical  procedures  are  reported.   See  HIM-10,  3  402.1  . 

19T 

Transplant  Patient — All-inclusive  Rate/No  Charge  Structure  Providers 
A  no  charge  structure  hospital  must  bill  the  standard  kidney  acquisition 
charge  in  addition  to  the  normal  all-inclusive  charges  for  services 
rendered  directly  to  the  Medicare  recipient  beneficiary.    If  the  hospital 
has  an  all-inclusive  rate  for  all  ancillary  services,  exclusive  of  routine 
services,  the  all-inclusive  rate  must  be  entered  separate  from  the  kidney 
acquisition  charge  on  Form  SSA-1453,  line  19T,  as  appropriate. 

When  fxD  Complefe  fhe 
ESRD  Transplant  Tissue  Typing  Information,  HSA-600-1 

Complete  the  ESRD  Transplant  Tissue  Typing  Information,  HSA-600-1,  within 
two  weeks  of  receipt  of  the  form  from  the  ESRD  Medical  Information  System. 
Mail  the  pink  ESRD  MIS  COPY  of  the  completed  form  to: 

ESRD  MIS  Data  Processing  Center 
Post  Office  Box  7007 
Alexandria,  Virginia  22307 


The  white  FACILITY  COPY  and  the  yellow  INFORMATION  COPY  are  for  your 
files. 
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ESRD  TRANSPLANT  TISSUE  TYPING  INFORMATION 

END  STAGE  RENAL  DISEASE  MEDICAL  INFORMATION  SYSTEM 


Form  Approved 
OMB  No.  68-R1481 


1.  PATIENT  S  LAST  NAME 


Smifh 


FIRST 

James 


I  Ml 


2.  HEALTH  INSURANCE  CLAIM  NUMBER 

317-45-6203-A 


3    PATIENT'S  COUNTY  OF  RESIDENCE" 

San  Francisco 


4.  STATE 
C  A 


5.  DATE  OF  BIRTH 


0  7 

Mo 


q  4 

Dav 


4  6 


6.  TRANSPLANT  HOSPITAL  PROVIDER  NUMBER 

050001 


7.  PROVIDER  NAME  AND  ADDRESS  (CITY  AND  STATE! 


St.  Josephs  Hospital,  San  Francisco,  CA 


8.   NUMBER  OF  PREVIOUS  TRANSPLANTS 

(Enter  zero  if  rione) 


9.    DATE  OF  TRANSPLANT 


0  4    I  p   2'  I  7  7 

Mo.  Day  Yr 


■>0.  DONOR  RELATIONSHIP 

1  D  Monozygotic  twin        5  Lj  Child 

2  □  Dizygotic  twin  6  £8  Cadaver 

3  □  Sibling  7  □  Other  (Specify) 

4  Q  Genetic  Parent           


11.  AGE 


29 


Recipienl 
2  17 


Donor 


13.  RACE 


Recipient 

Donor 

Recipient 

Donor 

White 

01  K 

07  K 

0 

1  ts 

5  » 

Black 

02  □ 

08  □ 

A 

2  □ 

6  □ 

Oriental 

03  □ 

09  n 

B 

3  □ 

7  □ 

Am.  Indian 

04  □ 

10  □ 

AS 

4  □ 

8  □ 

Other 

05  □ 

11  □ 

Unknown 

06  □ 

12  □ 

15.  CROSSMATCH  RESULTS 

1  □  Not  performed 

2  n  Positive 

3  K  Negative 

4  □  Equivocal 


12.  SEX 


Male 
Female 


HL  A  TISSUE  TYPING  (Circle  antigens  detected) 


17.  RECIPIENT 


Recipient 

1  IS 

2  □ 


Donor 

3  S9 

4  □ 


A  Series 


14.  BLOOD  TYPE 


A         .  1 

Q 

Q 

9 

10 

1 1 

28 

29 

AW  23 

B 

24 

25 

26 
12 

19 
B  Se 
13 

30 

ries 
14 

31 

18 

32 
27 

33 

34 

36 

43 

BW  15 

17 

21 

22 
C  Se 

35 
ries 

37 

38 

39 

40 

41 

42 

CW  1 

2 

3 

4 

5 

18.  DONOR 


A  Series 


16.  MIXED  LYMPHOCYTE 
CULTURE 


3  Not  performed 

]  Positive 

D  Negative 

D  Equivocal 

Date  performed 


A  1 

Q 

3 

9 

10 

1 1 

28 

29 

AW  23 
 ^ 

24 

25 

26 

\^ 
B  Se 

13 

30 
ries 
14 

31 
18 

32 
27 

33 

34 

36 

43 

BW  15 

\^ 

22 
C  Se 

35 
nes 

37 

38 

39 

40 

41 

42 

CW  1 

2 

3 

4 

5 

19.  REMARKS 


NOTE:   'If  patient  residence  is  not  in  a  specific  county,  enter  incorporated  city  or  township. 

This  report  is  required  by  law  (42.  U.S.C.  426;  20  CFR  405.  Section  2133)  Individually  identifiable  patient  information  will  not  be  disclosed  except  as  provided 
for  in  the  Privacy  Act  of  1974  (5  U.S.C.  5520;  45  CFR  Part  5a). 


Form  HSA-600-1  (9/76) 


ESRD  MIS  COPY 


Department  of  Health,  Education,  and  Welfare 
Health  Services  Administration 


NOTE:   This  is  an  incomplete  form.   Dafo  entries  are  for  example  only. 
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INSTRUCTIONS  FOR  COMPLETING  THE 
ESRD  TRANSPLANT  TISSUE  TYPING  INFCR^'iATICN,  HSA-600-1 


1  1  tM 

D  o^r'c  n  1  IDC 

Please  verify  all  preprinted  items  on  the  form.   If  an  error  appears,  delete 
the  preprinted  information  and  enter  the  correct  information. 

1  -/ 

Patient  and  Provider  Identifying  Information 
These  items  will  be  preprinted  by  the  computer. 

8 

Number  of  Previous  Transplants 

Enter  the  number  of  previous  transplants.    If  this  is  the  first  transplant,  enter 
"0"  indicating  the  patient  has  not  previously  been  transplanted.    Do  not 
leave  this  space  blank. 

9 

Date  of  Transplant 

Enter  the  date  of  this  transplant,  in  month,  day,  and  year  order,  using  a 
six-digit  number;  e,g,,  U4/I4//0,  tor  April  14,  ly/D,    Do  not  leave 
this  space  blank. 

10 

Donor  Relationship 

Lneck  the  one  block  wriicn  retlects  the  relationship  ot  the  donor  to  the 
recipient.    If  "Other"  is  checked,  specify  the  donor  relationship  in  the 
space  provided;  e.g.,  non-blood-related  parent. 

11 

Age 

Enter  the  age  of  the  recipient  and  donor.    If  the  donor  age  is  unknov/n, 
enter  "00"  as  place  holders.    Do  not  leave  donor  age  blank. 

12 

Sex 

Check  the  appropriate  sex  category  for  both  the  recipient  and  the  donor. 

13 

Race 

Check  the  appropriate  race  category  for  both  the  recipient  and  the  donor. 

38 


ITEM 

PROCEDURE 

14 

Blood  Type 

Check  the  appropriate  blood  type  for  both  the  recipient  and  the  donor. 

15 

Crossmatch  Results 

Check  the  results  of  the  crossmatch  or  check  Block  1,  "Not  Performed," 

16 

Mixed  Lymphocyte  Culture 

Check  the  mixed  lymphocyte  culture  results  and  enter  the  date  performed  in 
month  and  year  order,  using  a  four-digit  number,  e.g.,  04/76,  for  April, 
1976,  or  check  Block  1,  "Not  Performed." 

17 

HL-A  Tissue  Typing  -  Recipient  Antigens 

Circle  the  recipient  antigens  identified.   If  a  new  antigen  is  identified, 
enter  the  number  in  the  appropriate  series o 

18 

HL-A  Tissue  Typing  -  Donor  Antigens 

Circle  the  donor  antigens  identified.   If  a  new  antigen  is  identified,  enter  the 
number  in  the  appropriate  series o 

19 

Remarks 

Enter  any  additional  clarifying  information  in  this  space. 

39 

When  io  Complete  fhe 
ESRD  Death  Notification,  HSA-600-2 

Complete  the  ESRD  Death  Notification,  HSA-600-2,  within  two  weeks  of 
receipt  of  the  form  from  the  ESRD  Medical  Information  System.  Mail  the 
green  ESRD  MIS  COPY  of  the  completed  form  to: 

ESRD  MIS  Data  Processing  Center 
Post  Office  Box  7007 
Alexandria,  Virginia  22307 


The  white  FACILITY  COPY  and  the  yellow  INFORMATION  COPY  are  for  your 
files. 
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ESRD  DEATH  NOTIFICATION 

END  STAGE  RENAL  DISEASE  MEDICAL  INFORMATION  SYSTEM 


Form  Approved 
0M8  No  68  R1481 


1.  PATIENT  S  LAST  NAME                                          ]  FIRST                                |  Ml 

1  1 

Jones                                             1        Mark                |  J 

2.  HEALTH  INSURANCE  CLAIM  NUMBER 

843-07-6321 -A 

3.  PATIENT  S  COUNTY  OF  RESIDENCE*                             |  4.  STATE 

[        M  1 

Marquette  , 

5.  DATE  OF  BIRTH 

0  4  1  1    9  1  2  1 

Mo           Day  Yr 

6.  DATE  OF  DEATH 

0  4  1  2   0  1  7  7 

Mo           Day  Yf 

7.  PROVIDER  NAME  AND  ADDRESS  (CITY  AND  STATEI 

Smithson  Hospital,  Marquette,  Ml 

8.  PROVIDER  NUMBER 

230001 

9,  PLACE  OF  DEATH  ICheck  one) 

1  a  Hospital                       3  □  Home 

2  □  Dialysis  faciliiv             4  □  Olher 

10.  WAS  AN  AUTOPSY  PERFORMED? 

1  B  Yes 

2  □  No 

11.  CAUSES  OF  DEATH  (Place  number  from  the  List  of  Causes  m  the  spaces  provided). 

Primary  Cause  02 
Secondary  Causes       06  .    16  , 

LIST  OF  CAUSES 


01  Pencafdilis 
{Including  car- 
diac  tamponade) 

02  Myocardial  in- 
farciion,  acute 

03  Cardiac  (Other 
than  01  or  021 

04  Cerebrovascular 
(Including  spon- 
taneous subdural 
hematoma) 


05  Embolism,  air 

06  Embolism, 
pulmonary 

07  Gl  hemorrhage 

08  Vascular  access 
hemorrhage 

09  Hemorrhage 
(Other  than  04. 
07.  or  08) 


10  Pulmonary 
infection 

1 1  Septicemia 

12  Viral  hepatitis 

1 3  Infection  (Other 
than  10.  1 1.  or  121 

14  Hyperkalemia 

15  Pancreatitis 

16  Malignancy 


1  7  Withdrawal  from 
dialysis 

18  Suicide 

19  Accidental  death, 
treatment  related 
(Other  than  05) 

20  Accidental  death  not 
treatment  related 

21  Unknown  cause 

22  Other  (Specify  in 
Remarks) 


12  IF  A  MALIGNANCY  WAS  PRESENT  AT  DEATH,  INDICATE  THE  YEAR  DIAGNOSED,  SITE.  AND  TYPE  OF  EACH  PRIMARY. 


LUNG 


'74 

Yr. 


S  QLIAMOUS. 

Type 


Site 


Yr. 


Type 


13.  IF  DECEASED  RECEIVED  A  TRANSPLANT 

1.  Date  of  most  recent  transplant 


0  6  11117  1 

Mo.         Day  Yr. 


2.  Was  kidney  functioning  (patient  off  dialysis)  prior  to  death? 
1  B  Yes  2  □  No  3D  Unknown 

3.  Did  transplant  patient  resume  outpatient  chronic  maintenance 
dialysis  prior  to  death? 


1  □  Yes 


2  a  No 


14.  REMARKS 


SIGNATURE 


NOTE    *  If  patient  residence  IS  not  tn  a  specific  county,  enter  incorporated  city  or  township. 
This  report  is  required  by  law  142.  U  S  C  426;  20  CFR  405.  Section  21331.  Individually  identifiable  patient  information  will  not  be  disclosed  except  as  provided 
for  in  the  Privacy  Act  of  1974  (5  U  S  C.  5520;  45  CFR  Pan  5a). 


Form  HSA-600-2  (9/76) 


ESRD  MIS  COPY 


Dppartment  of  Health,  Education,  and  Welfare 
Health  Services  Administration 


NOTE:   This  is  an  incomplet-e  form.   Dafa  entries  are  for  example  only. 
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INSTRUCTIONS  FOR  COMPLETING  THE 
ESRD  DEATH  NOTIFICATION,  HSA-600-2 


ITEM 

PROCEDURE 

Please  verify  all  preprinted  items  on  this  form.   If  an  error  appears,  delete 
the  preprinted  information  and  enter  the  correct  information  o 

1-5 

Patient  Identifying  Information 

These  items  will  be  preprinted  by  the  computer. 

6 

Date  of  Death 

Enter  the  date  of  death  in  month,  day,  and  year  order,  using  a  six-digit 
number;  e.g.,  07/14/76,  for  July  14,  1976, 

7 

Provider  Name  and  Address  (City  and  State) 

Enter  the  complete  name.  City,  and  State  in  which  the  provider  is  located. 

8 

Provider  Number 

Enter  the  $ix"diglt  Provider  Number  assigned  by  the  Bureau  of  Health 
Insurance. 

9 

Place  of  Death 

In  transit  deaths  or  dead  on  arrival  (DOA)  cases  are  to  be  indicated  by 
checking  "Other." 

10 

Was  an  Autopsy  Performed 

Check  the  one  block  which  indicates  whether  or  not  the  patient  has  been 
autopsied. 

11 

Causes  of  Death 

Select  from  the  list  of  causes  the  primary  cause  of  death  and  the  secondary 
or  underlying  causes  of  death  and  enter  the  appropriate  numbers  in  the  spaces 
provided.   If  Item  1 1-22,  "Other,"  is  selected  as  either  a  primary  or  secondary 
cause  of  death,  specify  that  cause  in  the  Remarks  section.  Item  14,  Enter 
all  secondary  causes  in  the  order  of  their  contribution  to  death;  i,e,,  cause 
of  greatest  contribution  to  death  first  space,  etc. 

I 
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ITEM  PROCEDURE 


1 2  If  g  Malignancy  was  Present  at  Death 

If  a  malignancy  was  present  at  death  indicate  the  year  diagnosed,  site,  and 
type  of  each  primary.    Ten  spaces  are  provided  for  site  and  fifteen  for  type. 
If  the  space  provided  is  not  sufficient,  please  abbreviate.   Do  not  enter  two 
characters  in  one  space  or  use  more  spaces  than  are  provided.  Additional 
clarifying  information  may  be  entered  In  the  Remarks  section.  Item  14. 


1 3  If  Deceased  Received  g  Transplant 

If  the  decegsed  has  ever  received  a  transplgnt,  complete  Items  13-1,  13-2, 
and  13-3. 


1  .  Dote  of  Most  Recent  Tronsplant 

Enter  the  date  of  the  most  recent  transplant  in  month,  day,  and  year 
order  using  a  six-digit  number;  e.g.,  07/14/76,  for  July  14,  1976. 
If  the  day  is  unknown,  enter  "00"  as  place  holders. 

2 .  Was  Kidney  Functioning  Prior  to  Death 

Check  the  block  which  Indicates  whether  or  not  the  graft  was 
functioning  at  the  time  of  death  or.  If  not  known,  check  "Unknown.  " 

3 .  Did  Transplant  Patient  Resume  Outpatient  Chronic  Maintenance 
Dialysis  Prior  to  Death 

Check  the  block  which  indicates  whether  or  not  the  patient  was 
returned  to  chronic  maintenance  dialysis  prior  to  death. 

If  the  deceased  has  never  been  transplanted,  enter  "NA,"  not  applicable, 
in  Item  13  to  Indicate  that  absence  of  data  was  not  an  oversight. 

13.  IF  DECEASED  RECEIVED  A  TRANSPLANT 

1 .  Date  of  most  recent  transplant 

_NA 

Mo.  Day  Yr. 

2.  Was  kidney  functioning  (patient  off  dialysis)  prior  to  death? 
1  □  Yes  2  □  No  2  n  Unknown 

3.  Did  transplant  patient  resume  outpatient  chronic  maintenance 
dialysis  prior  to  death? 

1  □  Yes  2  □  No 
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ITEM 

PROCEDURE 

14 

Remarks 

Enter  any  additional  clarifying  information  in  this  space. 

Signature 

The  signature  of  the  patient's  physician  or  the  facility  representative 
completing  the  Death  Notification  should  be  entered. 
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When  to  Complete  the 
ESRD  Transplant  Patient  Follow-up  Report,  HSA-600-3 

The  ESRD  Transplant  Patient  Follow-up  Report,  HSA-600-3,  will  be  mailed  to 
each  facility  from  the  ESRD  MIS  data  processing  center  in  December.   The  form 
is  to  be  completed  and  returned  by  January  21  .   Mail  the  ESRD  MIS  COPY  (original) 
of  the  completed  form  to: 

ESRD  MIS  Data  Processing  Center 
Post  Office  Box  7007 
Alexandria,  Virginia  22307 


The  FACILITY  COPY  (1st  carbon  copy)  and  the  INFORMATION  COPY  (2nd  carbon 
copy)  are  for  your  files. 
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INSTRUCTIONS  FOR  COMPLETING  THE 
ESRD  TRANSPLANT  PATIENT  FOLLOW-UP  REPORT,  HSA-600-3 


COLUMN 

PROCEDURE 

Verify  all  preprinted  items  on  the  form  and  update  where  necessary  to 
Indicate  data  as  of  December  31  .   The  most  recent  data  stored  within 
the  ESRD  MIS  computer  file  will  be  preprinted  on  the  CURRENT 
INFORMATION  line.   If  the  entry  on  the  CURRENT  INFORMATION 
line  is  correct,  make  a  check  mark  {>/ )  in  the  comparable  space  on 
the  NtW  INrUKMAI  lUN  line.    It  the  entry  on  the  C-UKKtNT 
INFORMATION  line  is  either  incorrect,  incomplete,  not  current,  or 
missing,  enter  the  correct  data  on  the  NEW  INFORMATION  line. 

Provider  Number,  Name,  Address 

These  items  will  be  preprinted  on  the  form. 

1 

Patient  Nome  and  Health  Insurance  C laim  Number 
These  items  will  be  preprinted  on  the  form. 

2 

Date  of  Most  Recent  Transplant 

Enter  the  date  of  the  patient's  most  recent  transplant.  If  applicable, 
in  month,  day,  and  year  order,  using  a  six-digit  number;  e.g., 
07/14/76,  for  July  14,  1976. 

ratienr  jtarus 

Indicate  the  current  status  of  the  patient  by  checking  the  appropriate 
column,  "Living"  or  "Deceased." 

5-6 

Is  Transplant  Functioning  Now  or,  if  Deceased,  Was  Transplant 
Functioning  at  Time  of  Death 

If  the  patient  is  alive,  indicate  whether  the  transplant  Is  currently 
functioning  by  checking  the  appropriate  "No"  or  "Yes"  column.  If 
the  patient  is  deceased.  Indicate  whether  the  transplant  was  functioning 
at  the  time  of  death  by  checking  the  appropriate  "No"  or  "Yes"  column. 
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COLUMN 

PROCEDURE 

7-8 

If  Yes,  Serum  CreaHnine  Value  at  Last  Measurement 
If  the  "Yes"  column  is  checked  in  column  6  (see  instruction  above), 
enter  in  column  7  the  patient's  serum  creatinine  value  at  the  most 
recent  measurement.    In  column  8  enter  the  dote  of  that  measurement 
in  month,  day,  and  yeor  order,  using  a  six-digit  number;  e.g., 
07/14/76,  for  July  14,  1976. 

If  Transplant  Not  Functioning  Now  or,  if  Deceased,  Transplant  Was 
Not  Functioning  at  Time  of  Death 

9 

Cause(s)  of  Graft  Failure  (Circle  all  applicable  codes) 
If  "No"  was  checked  in  column  5  (see  instruction  above),  circle  all 
applicable  cause  of  graft  failure  codes  (1-8)  which  best  describe  the 
cause(s)  of  graft  failure. 



10 

Date  Returned  to  Maintenance  Dialysis 

Enter  the  date  the  patient  returned  to  maintenance  dialysis,  if  applicable, 
in  month,  day,  and  year  order,  using  a  six-digit  number;  e.g . ,  07  14/^6, 
for  July  14,  1976. 

11 

Date  of  Death 

Enter  the  date  of  death,  if  applicable,  in  month,  day,  and  year  order, 
using  a  six-digit  number;  e.g.,  07/14/76,  for  July  14,  1976. 

12 

If  Malignancy  Diagnosed  Since  January  1  ,  1975 

Enter  the  date,  site,  and  type  of  all  malignancies  diagnosed  since 

January  1,  1975.   Date  should  be  entered  in  month,  day,  and  year 

order,  using  a  six-digit  number;  e.g.,  07/14/76,  for  July  14,  1976. 

If  more  space  is  required,  enter  additional  malignancy  data  under 

"Remarks." 

NOTE:    Add  the  name  and  health  insurance  claim  number  of  any  transplant  patient  for 
whom  this  facility  provides  support  services  or  follows,  but  whose  name  does  not 
appear  on  this  list,  and  complete  the  required  information  on  the  NEW  INFOR- 
MATION line. 


When  to  Complete  the 
ESRD  Home  Dialysis  Patient  Follow-up  Report,  HSA-600-4 


The  ESRD  Home  Dialysis  Patient  Follow-up  Report,  HSA-600-4,  will  be  mailed  to 
each  facility  from  the  ESRD  MIS  data  processing  center  in  December.   This  form  is 
to  be  completed  and  returned  by  January  21  .   Mail  the  ESRD  MIS  COPY  (original) 
of  the  completed  form  to: 

ESRD  MIS  Data  Processing  Center 
Post  Office  Box  7007 
Alexandria,  Virginia  22307 


The  FACILITY  COPY  (1st  carbon  copy)  and  INFORMATION  COPY  (2nd  carbon 
copy)  are  for  your  files. 
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INSTRUCTIONS  FOR  COMPLETING  THE 
ESRD  HOME  DIALYSIS  PATIENT  FOLLOW-UP  REPORT,  HSA-600-4 


COLUMN 

PROC  EDURE 

Verify  all  preprinfed  items  on  the  form.   If  an  error  appears,  delete 
the  preprinted  information  and  enter  the  correct  information. 

Provider  Number,  Name,  Address 

These  items  will  be  preprinted  on  the  form. 

1 

ratient  iName 

This  item  will  be  preprinted  on  the  form. 

2 

Health  Insurance  C laim  Number 

This  item  will  be  preprinted  on  the  form. 

If  the  patient  is  still  a  home  patient  and  is  being  followed  by  this  facility, 
complete  columns  3  through  5. 

3-4 

Transplant  Candidate  (Check  one) 

Indicate  whether  the  patient  is  a  transplant  candidate  by  checking  the 
appropriate  "Yes"  or  "No"  column. 

5 

If  Not  a  Transplant  Candidate,  Indicate  Reason(s)  by  Circling  All 
Applicable  Codes 

If  the  patient  is  not  a  transplant  candidate,  indicate  the  reason(s)  by 
circling  all  applicable  codes  (1-6). 

If  the  patient  is  no  longer  a  home  patient  being  followed  by  this  facility, 
complete  columns  6-10. 

6-7 

Center  Patient  at  this  Facility  (Check  one) 

If  the  patient  Is  no  longer  a  home  patient,  indicate  whether  the  patient  is 
being  treated  at  this  facility  by  checking  the  appropriate  "Yes"  or  "No" 
column . 
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COLUMN 

PROCEDURE 

8 

Dafe  Transplanted 

Enter  the  date  of  the  patient's  most  recent  tronsplont,  if  applicable,  in 
month,  day,  and  year  order,  using  a  six-digit  number;  e.g.,  07/14/76, 
for  July  14,  1976. 

o 

y 

Date  Deceased 

Enter  the  date  of  death,  if  applicable,  in  month,  day,  and  year  order, 
using  a  six-digit  number;  e.g.,  07/14/76,  for  July  14,  1976. 

10 

Patient  is  Being  Followed  by  or  Treated  at  Another  Facility  (Enter  name 

nfvi  ("vHWrp^^  of  fhrif  fnf*i  itA/1 

Enter  the  complete  name  and  address  of  the  facility  currently  providing 
treatment  or  following  the  patient  if  different  from  this  facility. 

NOTE:    Add  the  name  and  health  insurance  claim  number  of  any  home  dialysis  patient 
for  whom  this  facility  provides  support  services  or  follows,  but  whose  name  does 
not  appear  on  this  list,  and  complete  the  required  information. 
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When  to  Complete  the 
ESRD  Facility  Survey,  HSA-600-5 

The  ESRD  Facility  Survey,  HSA-600-5,  v/ill  be  mailed  to  each  facility  from  the 
ESRD  MIS  data  processing  center  in  December.  The  form  is  to  be  completed  and 
returned  by  January  21  .   Mail  the  blue  ESRD  MIS  COPY  of  the  completed  form  to: 

ESRD  MIS  Data  Processing  Center 
Post  Office  Box  7007 
Alexandria,  Virginia  22307 

The  white  FACILITY  COPY  and  the  yellow  INFORMATION  COPY  are  for  your 
files. 

The  ESRD  Facility  Survey  will  be  conducted  each  December  in  order  to  obtain 
data  describing  activity  which  occurred  during  the  calendar  year.    Initial  base- 
line information  was  collected  through  a  survey  which  covered  the  period  July  1, 
1975  -  June  30,  1976.    The  first  survey  to  collect  data  on  a  calendar  year  basis 
will  cover  the  period  January  -  December,  1976.   The  Instructions  which  follow 
apply  to  that  survey. 

Complete  a  copy  of  the  ESRD  Facility  Survey,  HSA-600-5,  for  each  facility 
having  a  separate  geographic  location.    If  more  than  one  facility  is  submitting 
claims  for  reimbursement  under  a  single  provider  number,  a  separate  form  must 
be  completed  for  each  such  facility. 

Some  facilities  will  not  have  been  approved  as  a  supplier  of  ESRD  services  in 
the  Medicare  program  for  the  entire  calendar  year.  Where  this  situation  applies, 
enter  in  the  Remarks  section  the  date  the  facility  was  approved  as  a  supplier  of 
ESRD  services. 


■■■■teui  Mil  i«rtt  uncw 
Do  noi  tnrw  aoC'su 


ESRD  FACILITY  SURVEY 

END  STAGE  i=i£\A_  ~  3=^5=  V  =  Z  C--   \  =  :  =  *.<i-  SYSTEM 


le  comoietao  h^r  each  *aciiit 


Farm  Aoprow*: 
0M6  No.  68-ni43i 


'  submnting  dairm  far 


1    NAWE  OF  FACILrTY 

2.  STREET  ADDRESS 

3  CrTY 

COUNTY" 

STATE 

4    Zip  code 

5-  PROVIDER  NUMBER 

S.  TYPE  OF  SERVICES  PROVIOEO 

^    —  Dialvsisantv 

2  H  TmMMnt  oniy 

3          DdTvsi  ina  r^naoiant 


7  TYPE  OF  PATIENTS  TREATED 
rOwc*  oneJ 


2  H  OI^e' 


8.  FAaLITY  ADMINISTRATION 

2  D  Nc«-wniv«nirv  ho^.tai  ic 

3  l2  Non-fio»)it»  tarrtT'itXxrea 


9  FACILITY  LOCATION  i'Cfc*C*0«»J 


1  Q  Hovitat  DtmS 

2  C  Non-hov^l  Cmd 


10.  TYPE  OF  OmERSHIP  Ooos»  crw 
I.  FORPHOFIT 

1  □ 


3  3  Corpo-atwn 

4  ~  09m 


jDP^apri^n  csmgofy  betom  ana  cflec  ore  c--  /  ■ 

2     NOT  FOR  PROFIT  (fion-gowtmtrMntl 

1  ~  lnd>v^3ual 

2  _i  P»TfnntMp 

3  —I  Corporstion 


GOVERNMENT  (Non-fmOtnH 

T  Q  Sate  S  Q  Ho«ital  dtstrict 

2  Q  County  or  autfHintv 

3  □  Crty  6  □  Ottwr 

4  G  CiTy-Coyocy 


4     GOVERNMEI^T  IF^rtil 

1  D  V<t«rans  Adminutrai 

2  □  Pubi«  H«iJ*  S«fv«« 

3  □  Milciarv 

4  □  Other 


THIS  SECTION  TO  BE  COWLETED  FOR  FACILITIES  PROVIDING  DiALTSJS  SERVICES 


11  NUMBER  OF  OtALVSiS  MACHINES  ON  12/31/76 


1Z  IVUMBER  or  DIALYSIS  TREATMENTS  GIVEN 
DURING  WEEK  ENDING  1  "im 


\  Of  PATIENTS  DIALYZED  DURING 
MEEK  ENDING  1/2/T7 


%*.  HOURS  Of  DERATION  AND  OlALYSlS  TREATMENTS 
PER  DAY  DURING  WEEK  ENDING  1/7/77  'Enrv  O*>o»l 


4    Thvri        5  F 


6-  S*t       7.  Sun 


17  CHRONIC  MAINTENANCE  DIALYSS  PATIENT  CENSUS  ON  12/31/76  l&itm  numoer 


Se-.ttng 
Full  car* 
PartU*  a 


ftiopori  wicn  pf^-dwd 
TOTAL  PATIENTS 


P«r>tcn«al 


PK«nt  oirforms  fm.  •<  any.  m— m  fel«  dialytii  C»lu. 
P>bvit  ptrfonra  iom«.  bui  not  ■it.  tnkj 
^  P«twni  pf  fQ»ra  all  tiAs  Mitfioui  faolity  h«lp. 


15.  POTENTIAL  OrERATlWG  LEVEL 

Aaum^     iMilwiMad  »«p'v     icgapae**  ESRD  p>ii«mi.  no  change  >rt  the  o^oni 
fwq>oa  9  i*ngat  of  aa»ic>  tr— tmanti.  Via  kJcat  [KTMtaiK>ns  on  the  MalJCakTy  of 
naf* .  and  rt«a  •>  ^anoa*  of  cs«t  of  Qparaoew.  mIwi  4  your  ban  anmata  of  tfia 
mnmMTi  r^jtrtjm  o'  a«»y«a  iiwmana  par  Mack  waicti  oouW  ba  pravvSad  by  ■<■* 
(acdity  — tHoMT  'nCTMiini  dM  n«»ntar  □<  amixong  Oia*v«it  Muom? 


IB.  NUMBER  OF  SELF^RE  PATIENTS  TRAINED  AND  TRANSFERRED  TO  HOME  OR 
OUTPATIENT  SELF^CAHE  DURING  CALENDAR  YEAR  ir7S 

  Owtpat^'T  S«i^-Ca»-t   


It.  OlSTRlBt/DON  OF  STAFF  Oft  12/31/76  r^t^/-t>m«  «Qt«r«tv>r  pobMvu        /ratrmvu  ttttnotf 


OOtar  pv^onn««  UnauO* 


Australia 
Ant^n 


Started  Yaar 


Comantons  to  Posniva 
During  Y«ar 


Clinical  Haoaixn 


Numoar  INitfWXJi 
Clin<al  H«Dai>t]l 


Australia 

Poartwa 

STAFF 

Stan  of  Yaar 

04 

10 

Corwantoni  to  PtMitiva 
During  Yaar 

06 

1 1 

Ei^  o*  Yaar* 

06 

12 

*  'End  ot  Yaar  '  loui  may  not  aqua*  mm  of  "Start  of  Yaar'  and  'Convaniom  lo  Poaitiwa  Ouring  fmr" 
dua  to    raconvvr«cns"  to  nagatnr*  natui  omcnt  and  naff  tumoHar.  and  lo  (onh. 


2a  NAME  AND  ADDRESS  OT  ALL  TRANSPLANT  REGISTRIES  '•»..pomnaal  e 
SAME  STREET 


KOinf  laa)  IVITH  WHICH  THIS  FACILrTY  PARTICIPATES 

CITY  STATE 


AREA  CODE 
TELEPHONE  NUMBER 


THIS  SECTION  TO  BE  COMPLETED  FOR  FACI LITIES  PROVIDING  TRANSPLANT  SERVICES 


21  DtSTRiaUTlON  OF  STAFF  ON  ^7n^mlF^l<>m»  9Qwniff  t  pot.  r- a.  <i  trxS  trxva 


Oth«  nwr»ng  g 


0«Mr  parionnat  ftnciuOe 
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INSTRUCTIONS  FOR  COMPLETING  THE 
ESRD  FACILITY  SURVEY,  HSA-600-5 


ITEM 

PROCEDURE 

1 

Name  of  Faci lity 

Enter  the  full  name  of  the  facility. 

2-4 

Faci  lity  Address 

Enter  the  complete  address  which  reflects  the  geographic  location  of  the 
facility  named  in  Item  1  .    In  the  event  that  the  facility  is  not  in  a  specific 
county,  enter  the  name  of  the  incorporated  city  or  township.   Enter  the 
two-character  United  btates  Postal  Service  abbreviation  for  State  in  the 
space  provided;  e.g.,  MD  for  Maryland,  NY  for  New  York,  CA  for 
California.   A  list  of  these  State  abbreviations  is  attached.   Do  not 
leave  this  space  blank.   Do  not  leave  Zip  Code  blank. 

0 

Provider  Number 

Enter  the  six-digit  Provider  Number  assigned  by  the  Bureau  of  Health 
Insurance. 

6 

Type  of  Services  Provided 

/~L       1    iL                LI       1        L'    L        fl       1.     1.L      1-             r            •                   'J    J  L  j.L' 

Check  the  one  block  which  reflects  the  type  ot  service  provided  by  this 
facility.    If  adult  or  adult  and  pediatric  patients  are  treated,  check 
"Other." 

7 

Type  of  Patients  Treated 

Check  the  one  block  which  reflects  the  type  of  patients  treated  at  this 
facility.    If  adult  or  adult  and  pediatric  patients  are  treated,  check 
"Other." 

Q 
O 

raciiiry  MuminisTrarion 

Check  the  one  block  which  reflects  this  facility's  administrative  affiliation. 

9 

Faci  lity  Location 

Check  the  one  block  which  reflects  the  location  of  this  facility.  Check 
Block  1 ,  "Hospital  based,"  only  if  the  facility  is  physically  located  within 
the  hospital  complex.   Facilities  located  one  or  more  blocks  from  the 
hospital  complex  are  to  be  categorized  as  non-hospital  based. 
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ITEM 

PROCEDURE 

10 

Type  of  Ownership 

Type  of  ownership  has  been  categorized  as:   (1)  For  Profit,  (2)  Not  For 
Profit  (Non-government),  (3)  Government  (Non-federal),  (4)  Government 

Ir        1             1  \           /~                 III)**!               1             li                                          1*1           Til           r  • 

(Federal).  Complete  this  item  by  determining  which  ot  the  four  major 
categories  above  is  applicable  to  this  facility.   Once  this  has  been  deter- 
mined, check  the  appropriate  subcategory.  Check  one  block  only. 

The  following  section.  Items  11-20,  is  to  be  completed  by  those  facilities 
providing  dialysis  services. 

n 

Number  of  Dialysis  Machines  on  12/31/76 

Enter  the  total  number  of  dialysis  machines  in  this  facility  on  12/31/76. 
Include  all  machines;  i  .e. ,  machines  used  to  dialyze  acute,  isolation, 
and  intensive  care  patients,  machines  not  currently  in  use,  and  machines 
reserved  for  training. 

12 

Number  of  Dialysis  Treatments  Given  During  Week  Ending  1/2/77 
Enter  the  total  number  of  dialysis  treatments  administered  at  this  facility 

1       •          1  1                                      1         1  o  //^  ~7  /— 7  /          y          /"m         III  III 

during  the  survey  week,  12/27/76  -  1/2/77.    Include  all  treatments; 
i.e.,  acute  and  chronic  treatments  administered  to  Medicare,  non- 
Medicare,  ESRD,  and  non-ESRD  patients. 

13 

Number  of  Patients  Dialyzed  During  Week  Ending  1/2/77 
Enter  the  total  number  of  patients  dialyzed  in  this  facility  during  the 
survey.    Include  all  patients;  i.e.,  acute,  chronic.  Medicare,  non- 
Medicare,  bbKU,  and  non-bbKU  patients,    exclude  patients  who 
dialyzed  in  the  home  only  and  regular  maintenance  patients  who  were 
away  on  vacation  or  other  travel  during  the  survey  week. 

14 

Hours  of  Operations  and  Dialysis  Treatments  Per  Day  During  Week  Ending  1/2/77 
For  each  day  of  the  survey  week,  12/27/76  -  1/2/77,  enter  the  number  of 
operating  hours  and  the  number  of  dialysis  treatments  provided .    Include  al  1 
treatments  provided  at  this  facility  to  acute,  chronic.  Medicare,  non- 
Medicare,  ESRD,  and  non-ESRD  patients. 

56 


ITEM 

PROC  EDURE 

15 

Potential  Operating  Level 

Enter  the  maximum  number  of  treatments  per  week  which  could  be  provided 
by  this  facility  without  increasing  the  number  of  existing  stations  or 
changing  the  current  method  or  length  of  dialysis  treatments. 

16 

Distribution  of  Staff  on  12/31/76 

Enter,  in  full-time  equivalent  positions,  the  number  of  each  type  of  staff 
and  the  total  staff  currently  employed  in  the  delivery  of  dialysis  services. 
Regular  full  or  part-time  employees  who  ore  on  vacation  or  sick  leave 
should  be  included. 

17 

Chronic  Maintenance  Dialysis  Patient  Census  on  12/31/76 
Enter  the  number  of  chronic  maintenance  dialysis  patients  under  the  care  of 
this  facility  by  their  usual  type  of  treatment  and  dialysis  setting.   Any  patients 
who  are  routinely  under  the  care  of  this  facility  are  to  be  included.    It  is  not 

^ynp<^f"(*n  fnnt"  nil  r*nt"ipnf'^  In<"liin*>H  n^ri*  will  nnvp  rPf*pIv/pH  n  nlnivcl^  frpnt*— 
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on  12/31/76.   Add  each  of  the  columns  under  "Usual  Treatment,"  and  enter 
the  total  in  the  space  provided.  A  chronic  dialysis  patient  is  defined  as  a 
patient  who  has  initiated  a  regularly  scheduled  2,  3,  or  4  day-per-week 
hemodialysis  or  1  day-per-week  peritoneal  dialysis  program.    Include  both 
Medicare  and  non-Medicare  patients. 

18 

Number  of  Self-Care  Patients  Trained  and  Transferred  to  Home  or  Outpatient 
Self-Care  During  Calendar  Year  1976 

Uiiicr  iiic  iiuiiiKJcr  u]  iruiiic^u  puiicriia  wiiij  were  i  ruiibic;r  rcu  lu  ritjifie  uiiu  iiic; 

number  transferred  to  outpatient  self-care  during  Calendar  Year  1976. 
Include  all  patients  who  were  trained  even  though  a  patient  may  at  the 
present  time  have  returned  permanently  to  full  or  partial  care  outpatient 
dialysis.   Do  not  include  the  same  patient  in  both  "Home"  and  "Outpatient 
Self-Care"  categories. 

19 

Hepatitis  Cases  During  Calendar  Year  1976 

Determine  the  number  of  patients  and  the  number  of  staff  who  were 

Aiicfmlin  /infln^n  Pocifiv^  wifn      I  f^'\jr%¥^ri  An^v/m^c  onH  wifnniif"  AlPv/nf^H 
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enzymes  during  Calendar  Year  1976.   Enter  the  number  of  patients  and 
staff  who  were  Australia  Antigen  Positive  at  the  start  of  the  year,  the 
number  of  conversions  that  occurred  during  the  year,  and  the  number  who 
were  Australia  Antigen  Positive  at  the  end  of  the  year  under  the  appropriate 
category  "Elevated  Enzymes"  or  "Normal  Enzymes." 
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ITEM 

PROCEDURE 

19 
Cont. 

A  "case"  of  clinical  hepaHtis  B  (left-hand  column,  spaces  "01-06")  applies 
to  patients  and  staff  with  MBjAg  (Australia  Antigen,  HAA)  documentation 
any  time  during  1976  in  conjunction  with  elevated  hepatic  enzyme  and/or 
signs  and  symptoms  compatible  with  acute  hepatitis,  even  though  the  acute 
episode  may  have  occurred  prior  to  the  start  of  the  year.   For  example;  o 
patient  who  developed  hepatitis  B  prior  to  1976  and  who  remained  HBgAg 
positive  at  the  beginning  of  1976,  should  be  recorded  in  space  "01  ."  A 
patient  who  developed  HBgAg  during  the  year  (1976)  along  with  elevated 
enzymes  and  remained  HBjAg  positive  to  the  end  of  the  year,  should  be 
recorded  in  space  "02"  and  in  space  "03." 

HBsAg  positive  individuals  who  have  no  history  of  documented  clinical 
hepatitis  B  (symptoms  or  enzyme  elevation)  prior  to  or  during  the  year,  or, 
for  whom  these  data  are  lacking,  should  be  recorded  In  the  right-hand 
column  (spaces  "07-12").   For  example:    if  a  staff  member  converted  to 
HBgAg  positive  status  during  the  year  (1976)  but  had  no  symptoms  or 
elevated  enzymes  and  lost  his  HBsAg  positive  status  prior  to  the  end  of  the 
year,  he  shou Id  be  recorded  in  space  "11."    If  during  1 975,  you  accepted 
a  HBjAg  positive  patient  with  no  previous  history  of  clinical  hepatitis  B, 
and  the  patient  remained  HBgAg  positive  throughout  1976,  record  the 
patient  in  spaces  "07"  and  "09." 

Patients  who  enter  the  facility  during  1976  and  who  are  HBjAg  positive 
upon  entry  and  remain  so  to  the  end  ot  the  year,  should  not  be  recorded 
as  seroconversion  for  the  facility,  but  should  only  be  recorded  at  "End 
of  Year"  spaces  "03"  or  "09"  depending  upon  clinical  status. 

20 

Name  and  Address  of  All  Transplant  Registries  With  Which  This  Fad  lity 
Participates 

Enter  the  name,  complete  address,  and  telephone  number  (Including  area 
code)  of  each  transplant  registry  with  which  this  facility  registers  transplant 
candidates.   Use  the  two-character  United  btates  Postal  bervice  abbreviation 
for  State;  e.g.,  MD  for  Maryland,  NY  for  New  York,  CA  for  California. 
A  list  of  these  State  abbreviations  is  attached. 

The  following  Section,  Items  21-25,  is  to  be  completed  by  those  facilities 
providing  transplant  services. 

21 

Distribution  of  Staff  on  12/31/76 

Enter,  in  full-time  equivalent  positions,  the  number  of  each  type  of  staff 
and  the  total  staff  currently  employed  in  the  delivery  of  transplant  services. 
Regular  full  or  part-time  employees  v/ho  are  on  vocation  or  sick  leave 
should  be  included. 
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ITEM 

PROCEDURE 

22 

Number  of  Cadaveric  Kidneys  Acquired  at  This  Facility  During  Calendar 
Year  1976 

Enter  in  Category  1,  "TOTAL,"  the  total  number  of  cadaveric  kidneys  acquired 
from  within  this  facility  during  Calendar  Year  1976, 

Determine  the  number  of  the  above  kidneys  that  were  transplanted  at  this 
facility,  the  number  sent  to  another  facility  for  transplantation,  and  the 
number  not  used.   Enter  those  numbers  in  Category  2,  3,  and  4. 

The  sum  of  Categories  2,  3,  and  4  must  equal  the  total  entered  in  Category  1 . 

Do  not  include  cadaveric  kidneys  procured  from  outside  this  facility  by  a 
procurement  team  from  this  facility.   Do  not  include  cadaveric  kidneys 
sent  to  this  facility.   These  statistics  are  to  be  entered  in  Item  23, 

23 

Number  of  Cadaveric  Kidneys  Acquired  at  or  Obtained  From  Another  Facility 
During  Calendar 

Enter  In  Category  1 ,  "TOTAL,"  the  total  number  of  cadaveric  kidneys  that 
were  acquired  outside  of  this  facility  during  Calendar  Year  1976. 

Determine  the  number  of  the  above  kidneys  that  were  transplanted  at  this 
facility,  the  number  sent  to  another  facility  for  transplantation,  and  the 
number  not  used.   Enter  those  numbers  in  Category  2,  3,  and  4. 

The  sum  of  Categories  2,3,  and  4  must  equal  the  total  entered  in  Category  1  . 

24 

Number  of  Living  Related  Donor  Transplants  Performed  at  This  Facility  During 
Calendar  Year  1976 

Enter  the  total  number  of  living  related  donor  transplants  performed  at  this 
facility  during  Calendar  Year  1976. 

25 

Hepatitis  Cases  During  Calendar  Year  1976 

Determine  the  number  of  patients  and  the  number  of  staff  who  were  Australia 
Antigen  Positive  with  elevated  enzymes  and  without  elevated  enzymes  during 
Calendar  Year  1976.   Enter  the  number  of  patients  and  staff  who  were  Australia 
Antigen  Positive  at  the  start  of  the  year,  the  number  of  conversions  that 
occurred  during  the  year,  and  the  number  who  were  Australia  Antigen  Positive 
at  the  end  of  the  year  under  the  appropriate  category  "Elevated  Enzymes"  or 
"Normal  Enzymes." 
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ITEM 

PROCEDURE 

25 
Cont. 

A  "case"  of  clinical  hepatitis  B  (left-hand  column,  spaces  "01-06")  applies 
to  patients  and  staff  with  HBsAg  (Australia  Antigen,  HAA)  documentation 
any  time  during  1976  in  conjunction  with  elevated  hepatic  enzyme  and/or 
signs  and  symptoms  compatible  with  acute  hepatitis,  even  though  the  acute 
episode  may  have  occurred  prior  to  the  start  of  the  year.   For  example:  a 
patient  who  developed  hepatitis  B  prior  to  1976  and  who  remained  HBgAg 
positive  at  the  beginning  of  1976,  should  be  recorded  in  space  "01 ."  A 
patient  who  developed  HBsAg  during  the  year  (1976)  along  with  elevated 
enzymes  and  remained  HBjAg  positive  to  the  end  of  the  year,  should  be 
recorded  in  space  "02"  and  in  space  "03." 

HBjAg  positive  individuals  who  have  no  history  of  documented  clinical 
hepatitis  B  (symptoms  or  enzyme  elevation)  prior  to  or  during  the  year,  or, 
for  whom  these  data  ore  lacking,  should  be  recorded  in  the  right-hand 
column  (spaces  "07-12").   For  example:   if  a  staff  member  converted  to 
HBjAg  positive  status  during  the  year  (1976)  but  had  no  symptoms  or 
elevated  enzymes  and  lost  his  MBjAg  positive  status  prior  to  the  end  of  the 
year,  he  should  be  recorded  in  space  "11  ."    If  during  1975,  you  accepted 
a  HBgAg  positive  patient  with  no  previous  history  of  clinical  hepatitis  B, 
and  the  patient  remained  HBsAg  positive  throughout  1976,  record  the 
patient  in  spaces  "07"  and  "09." 

Patients  who  enter  the  facility  during  1976  and  who  are  HBsAg  positive 

1                     *                   111                      ICil                                    lllil  II 

upon  entry  and  remain  so  to  the  end  ot  the  year,  should  not  be  recorded 
as  seroconversion  for  the  facility,  but  should  only  be  recorded  at  "End 
of  Year"  spaces  "03"  or  "09"  depending  upon  clinical  status. 

The  following  Section,  Item  26,  may  be  used  by  all  facilities. 

26 

Remarks 

All  facilities  approved  as  suppliers  of  ESRD  services  in  the  Medicare  program 
after  1/1/76,  enter  the  date  of  approval  in  month,  day,  and  year  order,  using 
a  six-digit  number;  e.g.,  09/20/76,  tor  September  20,  1976. 

Enter  any  additional  clarifying  Information  in  this  space. 
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When  to  Complete  the 
ESRD  Pafient  Health  and  Rehabilitation  Survey,  HSA-600-6 

The  ESRD  Patient  Health  and  Rehabilitation  Survey,  HSA-600-6,  will  be  mailed 
to  each  facility  from  the  ESRD  MIS  data  processing  center  in  December.   The  form 
is  to  be  completed  and  returned  by  January  21.   Mail  the  ESRD  MIS  COPY  (original) 
of  the  completed  form  to: 

ESRD  MIS  Data  Processing  Center 
Post  Office  Box  7007 
Alexandria,  Virginia  22307 

The  FACILITY  COPY  (1st  carbon  copy)  and  INFORMATION  COPY  (2nd  carbon  copy) 
are  for  your  files. 

NOTE:     The  patients  whose  names  appear  on  this  form  were  selected  as  part  of  a 
nationwide  probability  sample.    It  is  not  necessary  to  add  any  additional 
names  to  this  list. 
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INSTRUCTIONS  FOR  COMPLETING  THE 
ESRD  PATIENT  HEALTH  AND  REHABILITATION  SURVEY,  HSA-600-6 


COLUMN 

PROCEDURE 

Verify  all  preprinfed  items  on  the  form.    If  an  error  appears,  delete  the 
preprinted  information  and  enter  the  correct  information. 

Provider  Number,  Name,  Address 

These  items  will  be  preprinted  on  the  form. 

1 

Patient  Name 

This  item  will  be  preprinted  on  the  form. 

2 

Health  Insurance  Claim  Number 

This  item  will  be  preprinted  on  the  form. 

If  the  patient  is  being  treated  at  or  followed  by  this  facility,  complete 
columns  3,  4,  and  5. 

3 

Health  Status  (Circle  one) 

Circle  the  one  Health  Status  Code  (1-6)  which  best  describes  the  patient's 
health  status. 

4 

Rehabilitation  Status  (Circle  one) 

Circle  the  one  Rehabilitation  Status  Code  (1-8)  which  best  describes  the 
patient's  rehabilitation  status.   If  code  8  is  circled,  then  all  applicable 
codes  (1-5)  in  column  5  should  be  circled. 

5 

If  Unemployed  (Circle  all  applicable) 

If  code  8  is  circled  in  column  4  (see  instruction  above),  circle  all 
applicable  "If  Unemployed"  codes  (1-5)  which  best  describe  the  reason(s) 
for  being  unemployed.    If  only  codes  1-7  are  circled  in  column  4,  then 
leave  this  item  blank. 
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COLUMN 

PROCEDURE 

If  rhe  patient  is  no  longer  being  treated  at  or  followed  by  this  focilify, 
complete  columns  6  and  7. 

6 

Date  Deceased 

Enrer  the  date  of  death,  if  applicable.  In  month,  day,  and  year  order, 
using  a  six-digit  number;  e.g.,  07/14/76,  for  July  14,  1976. 

7 

Patient  is  Being  Treated  ar  or  Followed  by  Another  Facility 

Enter  the  complete  name  and  address  of  the  facility  currently  providing 

treatment  or  following  the  patient  if  different  from  this  facility. 

64 

STATE  ABBREVIATION  ATTACHMENT 


Alabama 

AL 

Louisiana 

LA 

Ohio 

OH 

Alaska 

AK 

Mossachusetts 

MA 

Oregon 

OR 

Arkansas 

AR 

Maryland 

MD 

Oklahoma 

OK 

Arizona 

AZ 

Maine 

ME 

Pennsylvania 

PA 

California 

CA 

Michigan 

Ml 

Rhode  Island 

Rl 

ConnecHcuf 

CT 

Minnesota 

MM 

South  Carolina 

SC 

Colorado 

CO 

Missouri 

MO 

South  Dakota 

SD 

Delaware 

DE 

Montana 

Ml 

Tennessee 

TN 

Florida 

FL 

Miss  issippi 

MS 

Texas 

TX 

Georgia 

GA 

Nebraska 

NB 

Utah 

UT 

Hawaii 

HI 

North  Carolina 

NC 

Virginia 

VA 

Iowa 

lA 

North  Dakota 

ND 

Vermont 

VT 

Idaho 

ID 

New  Hampshire 

NH 

Washington 

WA 

II 1  ino  IS 

11 

1  L 

iNew  jersey 

M  1 

IN  J 

vv  iscons  in 

Wl 
W 1 

Indiana 

IN 

New  Mexico 

NM 

West  Virginia 

WV 

Kansas 

KS 

New  York 

NY 

Wyoming 

WY 

Kentucky 

KY 

Nevada 

NV 

District  of  Columbia 

DC 

OUTLYING  AREAS  OF  THE  UNITED  STATES 

American  Samoa 

AO 

Johnston  Atoll 

JQ 

Trust  Territories  Pac 

TQ 

Canal  Zone 

PQ 

Midway  Island 

MQ 

U.S.  Misc  Carib  Isl 

BQ 

Canton  and                            Puerto  Rico 
Enderbury  Is  EQ 

Swan  Island 

Guam  GO 

«U5.G0VERNMENTPRINTING  OFFICE:  1977-241-059:289 

RQ 
SQ 

U.S.  Misc  Pacific  Is 
Virgin  Islands 
Wake  Island 

IQ 

VQ 

WQ 
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